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Price — 
The Art, Science 


and Spirit of Nursing 
New (2nd) Edition! 


Chis popular nursing arts text provides 
an overall introduction to the broad 
principles of nursing. It will help the 
nurse meet all the needs of her patients 
physically, mentally and spiritually. 


The text ranges in scope from effective 
study methods and interpersonal rela- 
tionships—through description of hospi 
tal environment—to a logical develop- 
ment of basic, preclinical, clinical and 
advanced clinical procedures. These pro 
cedures include: local application of heat 
and cold, admission of the patient, diag- 
nostic tests, surgical dressings, adminis 
tration of medicines, rehabilitation, etc. 


Here are just a few of the outstanding 
features of this New (2nd) Edition: 


e Every sentence scrutinized for conciseness 


and clarity. 


3 valuable new chapters on: the general 
principles of Asepsis; Progressive Hos- 
pital Care, including the changes and 
trends in hospital construction, policies 
and procedures; and proper Use and Care 
of Hospital Equipment. 


More emphasis placed on postoperative 
recovery room, radiation therapy, the 
geriatric patient, and nursing skills im- 
portant to long-term illness, 


By Auice L. Price, R.N., M.A., formerly Counselor, 
School of Nursing, Presbyterian Hospital, Chicago 
Nurse Consultant, Hill-Rom Co., Ine., Batesville, In- 
diana. 864 pages, with 261 illustrations. $5.50. 


New (2nd) Edition! 
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Wright & Montag — Pharmacology & Therapeutics 
New (7th) Edition! 


Clearly and concisely, this drug-centered text gives you the pertinent 
information you want to know about drugs their actions, 
characteristics, methods of administration, preparation, storage, 
dosage and toxicity. There is valuable coverage of the nurse’s re- 
sponsibilities and protection in administration of drugs. For this 
extensive revision, a completely new chapter covers those drugs 
affecting acid-base, water, electrolyte and nutritional balance of 
the body. Material on Drugs and Solutions, formerly published 
under separate cover, is reincorporated into the text. You will wel- 
come the many new discussions on: Production of New Drugs—New 
{naleptic and Mood-changing Drugs—Tranquilizers—New Diuretic 
Drugs—New Compounds in Intravenous Urography—Etc. 

By Harotp N. Wricnut, M.S., Ph.D., Professor of Pharmacology, University of Minnesota; 
end Mitprep Montac, Ed.D., R.N., Professor of Nursing Education, Columbia University, 


formerly Director, Adelphi College School of Nursing. 497 pages, illustrated. $5.00. 
New (7th) Edition’ 


Frank — Foundations in Nursing 
New (2nd) Edition! 


Here is an interesting and realistic story of the present status of 
nursing—supported by clear insight into the foundations on which 
the profession is built. This compact text is centered on the develop- 
ment of the health sciences and nursing care—along with their direct 
relationships to nursing service and education. Emphasizing the 
current nursing scene, and the background in which the healing 
arts developed, 7 logical units cover: Healing Arts in Antiquity— 
Middle Ages—Transition Period—Healing Arts in the Western 
Hemisphere—Health Services in the United States and Canada 
{merican Nursing and World Health—Analysis of Research Studies 
in Nursing—International Nursing. 

By Sister CHARLFS Marie FRANK, C.C.V.I., R.N., M.S.N.E., A Sister of Charity of the 


Incarnate Word, San Antonio: Dean of the School of Nursing, The Catholic University 
of America. 304 pages, illustrated. $4.50 New (2nd) Edition! 


Hayes & Gazaway — Human Relations in Nursing 
New (2nd) Edition! 


\ unique volume to give the nurse insight into the human relation- 
ships involved in her professional services. Every situation she is 
likely to encounter is fully explored—in her contacts with other 
nurses; in public health service; in dealing with various types of 
patients in diverse social situations; and in her community. The 
authors begin with an orientation to sociological concepts. They 
then apply these to a wide range of nursing situations from prenatal 
period through old age. Discussions include: Social relations in 
nursing—Stereotypes connected with nursing—Habit-forming drugs 
and addiction—Infectious illnesses—Etc. 

Ry WAYLAND J. Hayes. Pb.D., Professor of Sociology, Vanderbilt University: and RENA 


GAZAWAY, R.N., B.S., P.H.N., M.A., Assistant Professor of Nursing and Health, Univer- 
$5.25 New (2nd) Edition! 


Order Today 
W. B. SAUNDERS COMPANY — Ws), Washington Sauare 
Hadeiphia o, a. 


Please send me the following books: [9 Remittance Enclosed. ™ C.O0.D 


itv of Cincinnati. 486 pages, illustrated 


[] Price’s Art, Science & Spirit of Nursing, $5.50 
Wright & Montag’s Pharmacology & Therapeutics, $5.00 
Frank’s Foundations of Nursing, $4.50 

[] Hayes & Gazaway’s Human Relations in Nursing, $5.25 
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The Patient, the Student, and the Teacher 
Thelma Ingles, R.N., M.A. 


\ Comparison of Collegiate Admission Requirements 
for Nursing and Nonnursing Students 


Kathleen K. Guinee, R.N., Ph.D. 


The Clinical Assignment Pattern 
Frances McKenna, R.N., M.A. 


The Oral Hypoglycemic Agents 
Marguerite M. Martin, R.N 
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In This Issue 
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Vernita L. Cantlin, R.N., M.S., and Edward F. Cantlin, LL.B 
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IN THIS ISSUE 


COVER: As Thelma Ingles, R.N., M.A., explains in her article, “The Pa- 
tient, the Student, and the Teacher” (page 9), once the teacher under- 
stands herself, she can help the student toward self-understanding. The 
student, in turn, having reached this self-understanding, is enabled to 
comprehend the feelings and reactions of her patients. On this month’s 
cover, student Susanne Weber, under the guidance of her instructor, Emily 
Campbell, instructs a group of diabetic patients. Her apparent ability to 
communicate effectively with her patients indicates that the student has 
reached an understanding of herself, her feelings and reactions. 


Thelma Ingles, R.N., M.A., discusses the relationship of “The Patient, the 
Student, and the Teacher” on page 9. A graduate of Massachusetts General 
Hospital School of Nursing, Miss Ingles received a B.A. degree from the 
University of California at Los Angeles and an M.A. degree from Western 
Reserve University; she has also studied at Duke University. Miss Ingles 
has served in many nursing positions, including those of Director of 
Nurses, Admiral Bristol Hospital, Istanbul, Turkey, and educational di- 
rector of the University of Virginia School of Nursing. 


“A Comparison of Collegiate Admission Requirements for Nursing and 
Nonnursing Students” (page 12) is the first article in a three-part series 
based on the study, “The Achievement of Students in the General Nursing 
Program in Basic Liberal Arts Courses at Hunter College,” conducted by 
Kathleen K. Guinee, R.N., Ph.D. For the past nine years Dr. Guinee has 
been assistant professor, Hunter College of the City of New York, Depart- 
ment of Education, Division of Nursing Education. She is a graduate of 
St. Vincent’s Hospital School of Nursing in New York City and holds a 
B.S. degree from Teachers College, Columbia University, an M.A. degree 
from New York University, and a Ph.D. from Fordham University. 


Frances McKenna, R.N., M.A., who describes “The 
Clinical Assignment Pattern” on page 15, is a grad- 
uate of the Youngstown (Ohio) Hospital School of 
Nursing and holds a B.S. degree from Teachers Col- 
lege, Columbia University, New York City, and an 
M.A. degree from Western Reserve University in 
Cleveland, Ohio. Among the positions she had held 
before becoming educational consultant to the Board 
of Examiners for Registered Nurses, State of West 
Virginia, were director of the School of Nursing of 
Ohio State University in Columbus, Ohio, and dean 
of the Baylor University School of Nursing in Waco, Texas. 


Frances McKenna 


A new department, “Legal Facts 
for Proper Practice,” appears on 
page 17. Vernita L. Cantlin, R.N.., 
M.S., and her husband, Edward 


F. Cantlin, LL.B., will co-author 


this monthly feature. Mrs. Cant- 
lin, a graduate of The Dalles 
(Oregon) Hospital School of 
Nursing, received her B.S. and 
M.S. degrees from the University 
of Pennsylvania. While serving as 
a Flight nurse in Italy during World War II, she met Mr. Cantlin and 
they were married on the Isle of Capri. Mr. Cantlin received his under- 
graduate and legal education at the University of Pennsylvania. He is a 
member of the firm of Hinkson and Cantlin, engaging in ‘general practice 
of law in Chester, Delaware County, Pennsylvania. 


Vernita L. Cantlin Edward F. Cantlin 


Marguerite M. Martin, R.N., author of “The Oral Hypoglycemic Agents,” 
(page 26) has written several articles about diabetes for nursing journals. 
Two of her articles, “Pill for Diabetes” and “Camping for Diabetic Chil- 
dren,” appeared in NURSING WORLD during 1958. Mrs. Martin is a 
graduate of St. Joseph’s Hospital School of Nursing in Willimantic, Conn. 


SEPTEMBER 1959 





EDITORIAL BOARD 


NURSING EDUCATION 


Lulu Wolf Hassenplug, R.N., Dean, University of Calt- 
fornia School of Nursing. 


Henrietta Loughran, R.N., Dean, University ef Colo- 
rado School of Nursing. 

Elsie Palmer, R.N., Ass’t Director, Nursing Education 
and Nursing Service, City of New York, Dep't of 
Hospitals. 


NURSING SERVICE 


Harriet M. Smith, R.N., Ase’t Professor, University of 
Washington Sehool of Nursing. 


CLINICAI, NURSING 


Trude Aufhauser, R.N., Assistant Professor of Nure- 
ing, College of Nursing, University of New Mezico. 

Margaret Blee, R.N., Assoc. Professor Public Health, 
University of North Carolina. 

Lillian Sholtis Brunner, R.N., Consultant in Medical 
and Surgical Nursing, Bryn Mawr Hospital, Pa. 

Annie Laurie Crawford, R.N., Psychiatric Nursing 
Consultant, Florida State Board of Health, Jack- 
sonville, Fla. 

Lena Dixon Dietz, R.N., Clinical Instructor, Medical 
and Surgical Nursing, Michael Reese Hospital, 
Chicago. 

Anna V. Matz, R.N., Public Health Nursing Con- 
sultant, New York City Department of Health. 

Theresa G. Muller, R.N., Educational Director of Grad- 
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Graduate Education Need 


The 1959 Edition of Facts About 
Nursing, published by the American 
Nurses’ Association, in its compilation 
of statistical information about the 
nursing profession during 1957, reveals 
that although most nurses enrolled in 
higher educational programs are former 
graduates of diploma programs who 
are studying for baccalaureate degrees, 
enrollment in master’s programs in- 
creased by 6.5 per cent between 1956 
and 1957. It states also that 38 per 
cent of the students in 1957 were on 
full-time schedules; in 1956, 32 per 
cent carried full-time schedules of 
courses. 

The A.N.A. points out that the fact 
that most nurses are pursuing higher 
education on a part-time basis and 
that there is a continuing shortage of 
nurses prepared for positions requiring 
graduate education emphasize the need 
to extend the traineeship programs. 

The new edition of Facts About 
Nursing may be obtained at $2 per 
copy from the American Nurses’ 
Association, 10 Columbus Circle, New 


York 19, N. Y. 
Artificial Respiration Method 


The American Red Cross has offi- 
cially adopted the “mouth-to-mouth” 
method of artificial respiration, and this 
method will be taught immediately in 
Red Cross first aid and water safety 
courses. : 

The method, as described by the 
American Red Cross and illustrated on 
this page, is as follows: 

“1. If there is foreign matter visible 
in the mouth, wipe it out quickly 
with your fingers or a cloth wrapped 
around your fingers. Tilt the head back 
so the chin is pointing upward (Figure 
1). Pull or push the jaw into a 
jutting-out position (Figures 2 and 3). 
These maneuvers should relieve ob- 
struction of the airway by moving the 
base of the tongue away from the back 
of the throat. 

“2. Open your mouth wide and place 
it tightly over the victim’s mouth. At 
the same time pinch the victim’s 
nostrils shut (Figure 4) or close the 
nostrils with your cheek (Figure 5). 
Or close the victim’s mouth and place 
your mouth the (not 


ove! nose 


6 


REPORTS 


illustrated). Blow into the victim’s 
mouth or nose. (Air may be blown 
through the victim’s teeth, even though 
they may be clenched.) 

“3. Remove your mouth, turn your 
head tv the side, and listen for the 
return rush of air that indicates air 
exchange. Repeat the blowing effort. 
For an adult, blow vigorously at the 
rate of about 12 breaths per minute. 


For a child, take relatively shallow 


breaths appropriate for the child’s size, 
at the rate of about 20 per minute. 

“4. If you are not getting air ex- 
change, recheck the head and jaw 
position. If you still do not get air 
exchange, quickly turn the victim on 
his side and administer several sharp 
blows between the shoulder blades in 
the hope of dislodging foreign matter.” 


Expect Traineeship Approval 


The bill to extend traineeships for 
professional nurses (S. 731) and for 
public health personnel has been re- 
ported to the full Senate by its 
Committee on Labor and _ Public 
Welfare. It is expected that there will 
be early approval of the bill; the 
appropriation of sufficient funds to 
meet the needs for the traineeships 
and administration of the program is 
being urged. 

To speed the operation of the pro- 
gram once the bill has been approved, 
nurses interested in securing trainee- 
ships for the upcoming school year 
are being encouraged to apply now 
to the schools of their choice. 


India’s Health Efforts 


Lillian Bischoff, now an associate 
professor at the University of Boston 
School of Nursing, recently returned 
from India where she had spent 
six-and-a-half years as nursing con- 
sultant to the Indian government and 
to the United States International 
Co-operation Mission to India. Her job 
was to help design a program for 
upgrading nursing education and to 
widen the scope of health measures. 

According to Miss Bischoff, India’s 
major health problems are tuberculosis 
and communicable diseases, including 
smallpox, cholera, and dysentery. She 
states that “although the Indian govern- 
ment has taken active initiative and 
leadership in promoting health pro- 
grams on the national, state, and local 
levels, she is fighting a total war against 
man’s common enemies of disease, ill 
health, poverty, and ignorance.” 

Pointing to India’s proud and inde- 
pendent spirit, Miss Bischoff states 
that India would rather borrow from 
the United States or from the world 
bank than accept free “gifts.” Amer- 
ican industrial investments in India 
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can help more than any one thing 
to raise the country’s living standards, 
Miss Bischoff feels. She also thinks 
that the United States can offer much 
more assistance through the enlarge- 
ment of educational exchange pro- 
grams and direct fellowships for train- 
ing doctors, nurses, public health 
teachers, technical indus- 
trialists, and administrators. 

Miss Bischoff believes that all of 
India’s health problems will be erad- 
icated eventually by the provision of 
safe water, sanitation, control of 
malaria and filaria-carrying mosquitoes, 
proper food to prevent malnutrition, 
and facilities for prevention and treat- 
ment of communicable diseases. The 
latter would be accomplished through 
the establisment of health centers. 


engineers, 


A.N.A. Section Membership Guide 


The American Nurses’ Association is 
currently preparing an informal guide 
to aid members in deciding on their 
proper section membership. Publica- 
tion of the guide is expected by early 
fall. 

In the guide will be criteria the 
A.N.A. member o1 prospective member 
should use in selecting her correct 
section; membership clauses for section 
rules; and definitions of such terms as 
“associate membership,” “active mem- 
bership,” and “employed in nursing.” 

In districts and states where there 
are not enough members to enable the 
formation of a section or branch, the 
A.N.A. urges its members to set up 
informal local groups of members of 
the national sections, so that two-way 
communications can be carried on with 
the national sections. 

The A.N.A. Board of Directors 
approved plans for the guide at a 
spring meeting, on the recommenda- 
tion made by the Special A.N.A. 
Committee to Explore Questions re 
Clarification of Section Membership. 


Health Conference 


The Greater New York Association 
of Industrial Nurses, Inc., will be the 
hostess group for the Eighth Annual 
Health Conference of the New York 
State Association of Industrial Nurses, 
to be held in New York Citv between 
Nov. 6 and 8. 

Margaret Smith, first vice-president 
and chairman of the education commit- 
tee, is preparing educational programs 
for all day Friday, Nov. 6, and Saturday 
morning, Nov. 7. On Saturday afternoon 
Ruth Whitfield will preside at the an- 
nual which the 
newly elected officers will be announced. 

That evening, Fannie Hurst, author 
ind lecturer, will be guest speaker at 
the association's banquet. Speaking at 


business meeting, at 
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the breakfast meeting on Sunday morn- 
ing will be Caroline Simon, secretary of 
state for the State of New York. 

Chairman of the conference, which 
will be held at the Commodore Hotel, 
is Elizabeth Van Steenburgh. The reg- 
istration fee is $3.00. 


New Sutter Towers Director 


Rosemary Fager was recently ap- 
pointed director of nurses at Sutter 
Towers, formerly Maimonides Hospital, 
in San Francisco, Calif. The hospital 
is a private center for long-term care, 
physical medicine, and insured rehabili- 
tation. 

Mrs. Fager, a graduate of St. Mary’s 
School of Nursing in Quincy, IIl., was 
previously supervisor of the nursing 
service office of Mount Zion Hospital 
Medical Center in San Francisco. 

Far East Director 

Lorraine E. Meyer has_ replaced 
Muriel Amdahl as Far East director of 
the American Red Cross Nursing Serv 
ices. Miss Amdahl has returned to the 
United States for reassignment. 

In her new position Miss Meyer will 
train military dependents 
former nurses to be instructors of Red 


who are 
Cross nursing courses, and she will en 
list retired registered nurses in the Red 
Cross disaster reserve program in the 
Far East. 

A member of the Red Cross Nursing 
Services since 1951, Miss Meyer has 
served as chief nurse at the Kansas 
City, Mo., Red Cross Defense Blood 
Center during the Korean War and as 
Red Cross nursing representative for 
Kansas. She is a graduate of the Omaha 
School of Nursing. 

Nursing Director Named 

Esther Ann Nelson recently 
named as director of nursing service at 
Doctors Memorial Hospital in Minne 
apolis, Minn. She had formerly been on 
the faculty of the University of Minne- 
sota School of Nursing and a director 
of nurses in the state hospital system. 

Miss Nelson trained at hospitals in 
Rochester, Minn., and St. Paul, and she 
holds a bachelor’s degree and a master’s 
degree from the University of Minne- 
sota. She will be in charge of an ex- 
panding nursing department at Doctors 
Memorial. 


was 


University of Michigan Appointment 
Alice Marsden, presently assistant 
professor of nursing at Adelphi College, 
Garden City, N. Y., has been appointed 
assistant professor of psychiatric nursing 
at The University of Michigan School 
(continued on page 30) 





Re 


ey 


when the skin 
needs help 


depend on 


PANTHODERM 


cream 


to relieve pain 
and itching 
promptly 


in 
chafing 
irritation 
sunburn 
minor burns 
insect bites 
simple rash 
abrasions 
diaper rash 


You will appreciate the cooling, sooth- 
ing, healing aid of Panthoderm Cream. 
Snow-white, vanishing, non-staining, 
pleasant to use. 


Prescribed by many physicians, skin 
specialists and pediatricians. At all 
drug stores in tubes and jars. 


u. s. vitamin corporation 
New York, N. Y. 

a world-honored name in 
nutritional and pharmaceutical 
products. 


— 








AS OTHERS SEE IT 


by SHIRLEY HOPE ALPERIN, R.N. 


NURSING 
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recent article about hospital care, 
“Hospitals Can Give Patients a 
Break,” in Look magazine is in sharp 
contrast to an article critical of hospital 
care that Look published in a February 
issue earlier this year. (See NURSING 
WORLD, April 1959.) 
The complimentary article in the July 
7 issue of Look is written by Leon 
Lewis, M.D., a lecturer in medicine at 
Stanford University School of Medicine, 
Rose L. Coser, Ph.D., assistant 
professor of sociology at Wellesley Col- 


lege 
ee 
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Nurses Receive Most Complaints 


lhe article reports that the nursing 
staff appears to be on the receiving end 
of most of the complaints. The authors 
point out the unfairness of this because 
frequently, they say, the nurse herself 
is disappointed or frustrated in her job 
of caring for the sick. 

An important observation made by 
Drs. Lewis and Coser is that many 
patients do not differentiate between the 
professional worker and the nonprofes- 
sional; some people assume that any 
woman in a white uniform is a nurse. 
To help clarify this situation the authors 
describe the different types of nursing 
personnel, including the registered 
nurse, practical nurse, aide, and volun- 
teer. 

According to the Look article, the 
shortage of nurses—a major complaint of 
patients—which began with World War 
II, necessitated the training of nonpro- 
fessionals to fill the duties formerly car- 
ried out by registered nurses. “A recent 
survey on nursing care concluded that 
today’s nurse sees less of her patient in 
the flesh and more of him on paper,” 
cite the authors. “The survey points out 
that professional nurses spend more time 
keeping records than they do on nurs- 
ing patients.” Being away from the bed- 
side is frustrating to many R.N.’s who 
remark that this type of nursing is “the 
only true, soul-satisfying work.” When 
asked about this, one nurse commented: 
“Many of us are bitter over separation 
from patients, particularly since some 
of our most sacred duties have been 
given to others 
grossly unprepared.” 

The article attributes the 
shortage to the long training period, the 


some of whom are 


nursing 
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inadequate salaries, and the lack of satis- 
faction the professional nurse receives 
from her job. It lists the average weekly 
salary of the general duty nurse as rang- 
ing from $57.50 to $72. The highest- 
paid nursing personnel—all with college 
degrees—such as teachers and super- 
visors, receive an average of $90 per 
week. 

The authors describe one solution to 
the nursing problem which was offered 
by Edith Aynes, a nursing educator and 
former major in the United States Army 
Nurse Corps. Miss Aynes stated that 
a clear distinction ought to be made be- 
tween training and education for nurses. 
She recommended a two-year intensive 
course for women interested solely in 
bedside nursing. 


Further Study 


Miss Aynes said that R.N.’s aspiring 
to administrative and supervisory posi- 
tions should enroll in the four or five- 
year college program, and that further 
study for nursing leaders and educators 
should be available in graduate schools. 
Miss Aynes said she believed that the 
different levels of nursing, with separate 
salaries and aims, would be more ap- 
pealing to nurses who have different 
professional goals. 

The authors assert that the return of 
the registered nurse to the bedside can- 
not resolve all the dissatisfaction en- 
countered in hospitals. Not only phys- 
ical changes are needed, but also a 
change in attitude on the part of the 
hospital staff. Drs. Lewis and Coser 
note that in many institutions, especially 
those that are tradition-bound in disci- 
pline and old techniques, the patient ex- 
periences a severe loss of identity. On 
admission, people are expected to con- 
form to unusual routines, often begin- 
ning with confinement to bed which in 
some instances is unnecessary. 


Individuality Destroyed 


The individuality of a patient is often 
destroyed because he is forced to be- 
come too dependent upon the hospital 
staff, the article asserts. Instead of en- 
couraging the sick to participate more 
actively, doctors and nurses often as- 
sume the entire responsibility of their 


patients. One nurse described a co- 


operative patient as one “who lies 
quietly in bed and accepts anything that 
is done for him without questions.” Ac- 
cording to the authors this attitude is 
unfortunate because studies have dis- 
closed that regardless of the skilled 
medical care administered, the recovery 
of a patient will be retarded if he does 
not take an active interest in his care. 
They believe that patients should be 
told what is wrong with them (unless 
it is medically unwise), as well as the 
functions of the various treatments they 
receive. 

“The adoption of the team approach 
would mean recognizing each patient as 
an individual,” reports the article. Un- 
der this program, doctors, nurses, ther- 
apists, social workers, and psychologists 
work together as a unit, utilizing their 
special skills in treating the patient both 
physically and emotionally. 

In institutions where the concept of 
teamwork has been used, particularly in 
rehabilitation centers (Dr. Lewis is di- 
rector of the Respiratory and Rehabilita- 
tion Center at Fairmont Hospital in 
San Leandro, Calif.), the results have 
been remarkable. Such hospitals stress 
the usefulness of a patient rather than 
the nature of his illness. “Many chronic 
patients become helpless invalids be- 
cause modern concepts of care have not 
been used,” the authors declare. “The 
patient should be constantly encouraged 
to participate actively in his recovery 
and to make the fullest use of whatever 
abilities he still has.” The principles of 
care applied in rehabilitation centers 
would be helpful in general hospitals. 

Changes in nursing procedures are 
also mentioned in the Look article. To 
increase exercise for the bedridden, the 
authors recommend a foot board at the 
base of every bed and a trapeze bar 
above the bed. They admit that this 
equipment would entail additional ex- 
pense, but they also point out that 
when a patient can help himself the 
nursing staff can attend to more press- 
ing duties. 

The article lauds the few hospitals 
that have attempted to introduce new 
techniques and enlightened concepts of 
patient care. The authors conclude: 
“Patients can receive the benefits of 
modern medicine that most hospitals are 
now equipped to provide, and still be 


treated as human beings.” 
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Knowledge and attitudes—one is 
as important as the other in giv- 
ing good nursing care. But stu- 
dents must first be helped to know 
themselves before they can best 
aid the patient. In addressing a 
group of nurses and allied health 
workers at the VA Hospital in 
Knoxville, lowa, the author dis- 
cussed some problems in the care 
of patients with chronic illness 


and factors influencing the nurse's 
perception of such patients. 


Fe* people who care, there can 


be no more wonderful feeling than 
watching a sick person get well. It is 
a particularly wonderful feeling for 
those who have made a contribution 
to the patient’s recovery. The patient 
who comes to the hospital with an 
acute illness may have a spectacular 
need for help. Forces are mobilized 
for immediate action; every detail of 
care is seen as a life or death matter. 
Oxygen, transfusions, emergency med- 
ications, consultations—all are exciting 
aspects of care. When the crisis passes 
and the patient recovers and goes home 
cured, the staff can say with pride, 
“We saved this patient's life.” This 
can be a most rewarding experience. 


“The Best Kind of Patient” 


Dr. T. F. Main once wrote: “When 
a patient gets better it is a most 
reassuring event for his doctor and 
nurse cured patients do great 
service to their attendants. The best 
kind of patient is seen as one who 
from great suffering and danger of 
life or sanity responds quickly to a 
treatment that interests his doctor and 
thereafter completely well; 
but those who recover only slowly or 
incompletely are less satisfying. Only 
the most mature of therapists are able 
to encounter the frustration of their 
hopes without some ambivalence to- 
wards the patient, and with patients 
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Instructor Emily Campbell watches as student nurse Susanne Weber instructs a group 
of diabetic patients at Duke Hospital on the nature and treatment of the disease. 


the Patient, the Student, and the Teacher 


by THELMA INGLES, R.N., M.A. 

Associate Professor of Nursing and Director, 
Division of Medical and Surgical Nursing, 

Duke University, School of Nursing, Durham, N. C. 


who do not get better, or who even 
get worse in spite of long devoted 
care, major strains may arise.”! 

The patient with a chronic illness, 
because of the nature of his 
illness, may cause considerable strain 
in his medical attendants. This patient 
may get better, but he does not always 
get well and go home cured. Measure- 
ment of successful therapy in terms of 
maintaining the status quo, or even in 
terms of improvement, may not pro- 
duce the same sense of gratification 
as does a cure. Many nurses become 
impatient, frustrated, discouraged, even 
irritated by the patients who permit 
them less than complete success. 

The response of nurses to chronically 
ill patients is dependent in large meas- 
ure on the kind of orientation they 
received as students to the whole 
subject of chronic illness. Young 
students must be helped to find satisfy- 
ing experiences in caring for patients 
who do not have the physiological or 
psychological capacity for responding 
wholeheartedly to a therapeutic regi- 
men. The nurse may encounter many 
problems in caring for the chronically 
ill patient, and she may need help in 
coping with them. Let us look at some 
of the factors which may influence her 
perception of a patient with chronic 


very 


'1T. F. Main, M.D., “The 
British Journal of Medical 
Vol. 30, Part 3 (1957), pp 


Ailment,” 
Psychology, 
129-45. 


illness 

A primary factor is the age of the 
patient; if a child of six is given a 
diagnosis of leukemia or schizophrenia, 
the response of the nurse may be 
highly emotional. To her, anything 
that interferes with the normal growth 
and development of a child reflects 
tragedy. Regardless of whether she 
personally has lived a happy life, the 
nurse sees the child as an individual 
who deserves the opportunity to begin 
life without a handicap. Reverence for 
youth is part of our American culture; 
if the patient is a man of 70 the 
impact is not the same—he has lived 
a long time already, he has had his 
chance with life. The \ student 
may also see the aged patient as an 
example of that part of her future 
life which she doesn’t want to accept. 
She may reject patients who personify 
the aging process. 

Another important factor is the 
response of the family to the patient's 
diagnosis. If the family displays grief 
because of the diagnosis, the student 
may become very anxious and assume 
some of the family’s grief. Several 
years ago, I spent a period of time 
in a hospital in Istanbul, Turkey. One 
of my most difficult problems there 
helping students survive grief 
situations in the hospital. If the patient 
or family cried, the students cried; 
if the patient or family screamed, the 
students screamed. The students liter- 
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ally joined the family group and 
accepted their travail and grief as their 
own 

Sometimes I had to take hysterical 
students from patients’ rooms. When 
I tried to talk with them about the 
nurse’s need to maintain self-control, 
they labeled me as hard-boiled, as not 
caring that such a terrible thing had 
happened to the patient. Now, when 
I think about this, I wonder if they 
were right. In their culture perhaps 
the nurse’s overt demonstration of 
caring helped patients and families. 
Perhaps my stoical efficiency was per- 
ceived as hard-boiled, as not caring. 
I wonder, too, if some American 
patients and families might not see 
nurses’ tears as symbols of caring. It is 
also possible, of that others 
might see them as intrusion 


course, 


Socioeconomic Status 


The socioeconomic status of the 
patient is another factor which influ- 
ences the perception of a 
chronically ill patient. The majority of 
nurses come from middle-class families. 
They have not had a surplus of mate- 
rial things, nor have they suffered from 
great poverty. In working with the 
rich or highly educated patient, the 
student may feel uncomfortable 
reticent in offering support. Because 
the patient has money, intelligence, 
education, the nurse feel that he 
and his family are capable of meeting 
the problems of the diagnosis by them- 
selves, not needing or wanting support 
from the 

On the other hand, students 
may have difficulty in recognizing and 
working with problems of the poor, 
intelligent the well- 
Some students be- 

with this group, 
branding them 


nurse’s 


and 


may 


nurse. 
some 


the less less 


educated patients 


come quite angry 


judging them critically, 


as lazy and indigent. The young nurse 


who makes her first home visit to a 
poor family may come away with 
feelings of disgust, thinking that there 
is just no excuse for people living in 
such poor circumstances. 

Other students may become so 
emotionally involved with these poor 
families that they want to take over, 
to plan and manage the family affairs. 

Still another factor in the student’s 
perception of patients results from the 
fact that various chronic diseases may 
have various meanings to different 
nurses. The nurse’s response to the 
problems of an illness will be colored 
by her past experience with the dis- 
ease. If the patient has a disease with 
which the nurse has had a personal 
involvement either through a family 
member or a friend, she will see the 
diagnosis in the light of her experience. 
If, for instance, she has had an experi- 
ence with an alcoholic who did not 
respond to therapy, she may look upon 
other alcoholics with pessimism. If she 
has seen a patient with cancer suffer a 
and finally die, she may 
patients with cancer as 
doomed, and consider care as futile. 

Also, the meaning of the specific dis- 
abilities produced by various illnesses 
will be different for each nurse. IIl- 
nesses produce diverse problems: limi- 
tation of motion and locomotion, loss 
of adequate respiratory or circulatory 
function, the production of an altered 
body image, and interference with 
communication and proper mental 


a : 
long course 
see future 


function. 

The young nurse who sees physical 
activity as a vital part of life may feel 
depressed with patients afflicted with 
paralysis, arthritis, Parkinson’s disease, 
The patient who 


or multiple sclerosis. 
is unable to do things in a natural way 
may produce a feeling of frustration in 
find it difficult to 
be patient with this person’s cumber- 
some activity. She may set her expecta- 


this nurse; she may 


Carmen Enz, a student at the Duke University School of Nursing in Durham, N. C., 
reads aloud a letter from a friend of the patient who has undergone eye surgery. 


tions for rehabilitation higher than the 
patient can realistically achieve, and 
then join the patient in feeling dis 
couraged as he fails to realize success. 

Patients with illnesses that produce 
loss of adequate respiratory function 
can be disturbing to the nurse, for the 
patient who is unable to breathe prop- 
erly is a frightened and a frightening 
patient. The student nurse may feel 
real anxiety in caring for a patient with 
acute asthma because his struggle for 
air mav be seen as his struggle for life. 

Occasionally the student’s sense of 
inadequacy in helping the asthmatic 
patient may cause her to reject the 
patient. I remember one student who 
told me she hated to take care of 
asthmatic patients. When asked the 
reason for this she replied, “It seems 
so silly for patients to have asthma. 
They could stop breathing this way 
if they really wanted to. Everybody 
knows asthma is psychological = ae 
they have to do is relax.” In question- 
ing her further I learned that one of 
her first patients had been an asthmatic 
and that she had been extremely fright- 
ened by this patient. Furthermore, she 
had gotten into trouble with the medi- 
cal staff for failure to carry out properly 
the therapeutic regimen. 


The Cardiac Patient 


Students rarely reject the patient 
with heart disease; the heart has poig- 
nant significance. This patient is seen 
as having legitimate reason for almost 
any kind of behavior. Students do, 
however, sometimes have difficulty in 
dealing with this patient's reaction to 
his therapy. They want the patient to 
maintain his diet because they want 
him to get better, and they understand 
the rationale and meaning of diet in 
terms of the progress of his disease. 

But patients often have great diffi- 
culty with a low-sodium or low-fat diet. 
A student may feel real urgency in 
convincing the patient that he must 
stay on a diet, and she may become 
irritated when the patient breaks the 
dietary rules. Other nurses for whom 
food has particular significance may 
feel very sympathetic with the patient 
on a restricted diet. I remember one 
student who said, “I just can’t work 
with patients on low-salt or low-fat 
diets. I am a true Southerner and 
would rather die than eat my string 
beans without salt pork.” 

Many students have great difficulty 
in handling patients who have illnesses 
which alter the body image. For ex- 
ample, the young student may find it 
verv hard to care for patients ‘who are 
incontinent. She may consider excreta 
as a foul and dirty substance. I once 
asked a class of freshman students: 
“What are some of the accepted func- 
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tions of the nurse which you believe 
should be performed by other person- 
nel?” Seventy-five per cent of the stu- 
dents said carrying bedpans should be 
done by nonnursing personnel. If the 
nurse has strong feelings about feces, 
she may very easily transfer to inconti- 
nent patients her repulsion while car- 
ing for them. 

Young students may also have prob- 
lems in caring for patients with skin 
disease. A single pimple on her own 
face may be a source of embarrassment 
for the student. A patient with pem- 
phigus who may be covered with 
“pimples” may be very hard for her 
to accept, despite the fact that the 
disease causing the lesions is not con- 
tagious. Students are generally unani- 
mous in saying that they least prefer 
patients with dermatological conditions. 

Students usually respond sympa- 
thetically to patients who have illnesses 
which interfere with sight or speech. 
[hese patients elicit tenderness and a 
wish to help. Loss of sight or loss of 
speech is considered sad. In general, 
however, patients with deafness do not 
elicit this same response; patients who 
can’t hear well often irritate the nurse. 
Having to shout in order to communi- 
cate may make the nurse irritable and 
frustrated. Patients who can’t hear well 
often respond to their disability with 
this same irritation and frustration and 
thus further antagonize the nurse. 

Patients whose contact with reality 
is limited or altered may frighten stu- 
dents, regardless of whether these pa- 
tients are on a medical ward or a psy- 
chiatric ward. To speak and get an 
appropriate, anticipated response pro- 
motes a safe feeling in the nurse. To 
speak and get no resopnse or an inap- 
propriate or bizarre response can pro- 
duce considerable anxiety. The student 
knows she has communicated well only 
when she gets the right response. No 


A young multiple sclerosis patient en- 


joys a change of scenery as she sits on 
the lawn with student Elizabeth Wheeler. 
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Family response to the patient’s diagnosis may influence the nurse’s perception of 
the patient. Here student Elizabeth Thompson comforts a patient's worried wife. 


response or a wrong response disturbs 
her: she feels out of contact, that she 
has lost control of her patient 


Help for Students 


The points discussed above are meant 
to emphasize the belief that students 
must first of all be helped to under- 
stand themselves, their own feelings 
and reactions, before they can under- 
stand the feelings and reactions of their 
patients and play a helping role with 
them. In large part we have been so 
concerned with helping patients that 
we have overlooked this very necessary 
intermediate step. Students, as well as 
their patients, are individuals with 
fears, anxieties, likes, and _ dislikes. 
Their behavior with patients will neces- 
sarily arise out of the context of their 
own personalities. Students need help 
in becoming aware of their own areas 
of sensitivity, hostility, and insecurity; 
they need help in learning how to 
handle their feelings before they can 
work effectively with patients. 


Help for Teachers 


In our present schools of nursing, 
faculty members are feeling the pres- 
sures and tensions brought about by 
the changing role of the nurse. It was 
easier to teach nursing 20 years ago: 
The curriculum was concerned largely 


with teaching scientific facts, pro- 
cedures, and routines. For example, 
the psychiatric nurse was taught how 
to restrain a manic patient, how to put 
a patient in a tub or a hot pack, how to 
protect patients and herself from harm. 
Very little was offered to nurses about 
meeting psychological needs 

The same was true in teaching the 
care of patients with medical or surgi 


cal problems. Teaching the student the 
preparation of a patient for surgery, 
for instance, meant teaching the im- 
portance of the enema, specific pre- 
operative medication, and how to shave 
the surgical area. Not much time was 
given to meeting the psychological 
needs of the patient or family. If these 
were met, they were met intuitively by 
the nurses. 

Today increasing emphasis is being 
placed on the nurse’s responsibility for 
helping patients with their psychologi- 
cal problems. Many faculty members 
whose orientation to patient care was 
primarily in physical care are feeling 
quite insecure in teaching the mental 
health aspects of nursing. They feel 
threatened by these new concepts and 
insecure in handling them. Often they 
are able to do little more than give lip 
service, using such phrases as listen to 
your patient, offer support, give reas- 
surance. They offer this instruction 
without being able to vitalize the mean- 
ing of listening, supporting, and re- 
assuring. : 

We have noted that students need 
help in understanding themselves be- 
fore they can understand patients. Simi- 
larly, many faculty members need heip 
in understanding themselves before 
they can understand students. 

A great deal of time, effort, and 
money has been spent for the inte- 
gration of mental health concepts into 
the basic curriculum. Perhaps more 
time, effort, and money need to be pro- 
vided for helping present-day nursing 
faculty and service personnel gain ex- 
periences which will at least keep them 
au courant with students. As long as 
students are taught a philosophy of 
nursing that differs from that which 
they see being practiced, conflict is 
inevitable. 
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A Comparison of Collegiate Admission Requirements 


for Nursing and Nonnursing Students 


by KATHLEEN GUINEE, R.N., Ph.D. 
Assistant Professor, Hunter College 
of the City of New York, 


Department of Education, 
Division of Nursing Education 


N some colleges and universities the 

academic admission requirements for 
nurses entering baccalaureate programs 
are less demanding than the require- 
ments for students who are to follow 
other fields of baccalaureate study. This 
seems to imply that nursing students are 
less able to fulfill the usual admission 
Is this policy necessary 
or desirable? It was this question that 
prompted a study a Hunter College of 
the City of New York, a liberal arts col- 
lege that includes among its curricula 
several programs of a preprofessional or 


requirements 


professional character 

At Hunter candidates for Bachelor of 
Science degrees in the various curricula 
may be admitted with somewhat differ- 
ent high school qualifications, and it was 
recognized that the stated admission 
requirements for the students entering 
the General Nursing Program, leading 
to the degree of Bachelor of Science in 
Education with a major in nursing, dif- 
fered from admission requirements for 
students entering other baccalaureate 
programs 


Purpose and Background 


One of the purposes of the study was 
to examine the admission records of 157 
matriculated students in the General 
Nursing Program in the 1956-57 college 
year to determine how certain admission 
qualifications of the students in the Gen- 
eral Nursing Program compared with 
those of students admitted to the other 
baccalaureate programs at Hunter Col- 
lege. 

Of these 157 students in the General 


Nursing Program, 70 per cent gradu- 


ated from high schools in New York 
City and 8 per cent from high schools 
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ls it necessary to have lower entrance standards for nursing students 
entering baccalaureate programs than for nonnursing students entering 
baccalaureate programs? The author investigated this as part of her 
study, “The Achievement of Students in the General Nursing Program 
in Basic Liberal Arts Courses at Hunter College.” This study will be 
presented as a series of three articles. 


in New York State outside of New York 
City; 22 per cent graduated from high 
schools in states other than New York. 
Pennsylvania and New Jersey con- 
tributed the largest groups of out-of- 
state students wit 1 15 and 8 students, 
respectively 


All of the 157 students had attended 
diploma schools of nursing for three 
calendar years. Eighty-eight per cent of 
the 157 students were graduates of 
schools in New York City, 3 per cent 
were graduates of schools of nursing in 
New York State outside of New York 





TABLE | 


HIGH SCHOOL UNITS OF MATHEMATICS PRESENTED ON 
ADMISSION BY STUDENTS ENTERING THE GENERAL 
NURSING PROGRAM, FALL 1956 AND SPRING 1957 





Cumulative 
Number 


Units Presented 





Cumulative 


Per Cent Per Cent 





86 
136 
144 
155 
157 


55 55 
32 87 
5 92 
7 99 
| 100 











TABLE 2 
HIGH SCHOOL UNITS IN FOREIGN LANGUAGES PRESENTED 


ON ADMISSION BY STUDENTS ENTERING THE GENERAL 
NURSING PROGRAM FALL 1956 AND SPRING 1957 





N 


Cumulative 


Number 





| 
17 
34 
32 
37 
31 
3 
2 


! 
18 
52 
84 
121 
152 
155 
157 








3.7 
1.44 
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City, and 9 per cent graduated from 
schools of nursing in states other than 
New York. The majority of the stu- 
dents in the General Nursing Program 
held full-time day positions in nursing 
and attended Hunter College School of 
General Studies in the evening. 

The General Nursing Program is de- 
signed for residents of New York City 
who are graduates of three-year diploma 
programs in state-accredited schools of 
nursing. They must have satisfactory 
records at their hospital schools of nurs- 
ing and be licensed as registered profes- 
sional nurses in New York State. Matric- 
ulated students must have attained a 
satisfactory rating on the National 
League for Nursing graduate nurse 
qualifying examination which includes 
the American Council on Education 
Psychological Examination. A satisfac- 
tory high school record covering the 
following 16 units! is required: English, 
4; science, 2; American history, 1; 
mathematics, 1; foreign language, 2 (if 
not covered in high school, this require- 
ment is to be met by one year in college 
with credit toward the degree) ; electives 
approved by the Committee on Admis- 
sions and Standing, 6 to 8 units. 

Applicants for baccalaureate programs 
other than nursing also present 16 high 
school units, of which 11% are required 
units, as compared with the 8 to 10 re- 
quired units for applicants for the Gen- 
eral Nursing Program. The English and 
American history requirements are the 


guages were the two areas in which 
there were significant differences in ful- 
filling admission requirements between 
students entering the General Nursing 
Program and students entering other 
baccalaureate programs at Hunter Col- 
lege. 

In Table 1 is seen that more than 
one-half (55 per cent) of the 157 stu- 
dents had the same number of units in 
mathematics required for students en- 
tering other baccalaureate programs. 
Eighty-seven per cent of the 157 stu- 
dents had two or two and one-half units; 
the remaining 13 per cent had one and 
one-half units or less in mathematics on 
admission. 

Table 2 shows that more than three- 
quarters (77 per cent) of the 157 stu- 
dents met the foreign language require- 


ment (3 units) for students entering 
other baccalaureate curricula. Of the 
157 students, 53.5 per cent had foreign 
language credit in excess of this require- 
ment. 

High school averages were computed 
by taking a general average of all aca- 
demic subjects, omitting special subjects. 
Table 3 shows the distribution of high 
school averages for Hunter College 
freshman, Fall 1956, and students en- 
tering the General Nursing Program, 
Fall 1956 and Spring 1957. Students 
entering the General Nursing Program 
are admitted with advanced standing 
credit and are therefore not included in 
the freshman statistics. 

A comparison of the high school aver- 
ages shows that both the median (83.5) 
and the mean (83.7) of the high school 





TABLE 3 


GRADE AVERAGES OF HIGH SCHOOL ACADEMIC SUBJECTS 
FOR HUNTER COLLEGE FRESHMEN FALL 1956, AND 
STUDENTS ENTERING THE GENERAL NURSING 
PROGRAM, FALL 1956 AND SPRING 1957 





College 
Freshmen 


High School 


General Nursing 
Students 








Average 


cum %/, 


cum %/, 





95 
94 


2 
8 


same for both groups. The applicants 93 2.9 
to the General Nursing Program are 92 49 
required to present one unit more of 9] 7.6 
science, one and one-half units less of 90 
mathematics, and one to three years less 89 
of a foreign language than applicants for 88 
other baccalaureate degree programs. 87 
Candidates for the General Nursing 86 
Program may present six to eight elec- 85 
tive units, whereas only three to four 84 
and one-half elective units may be 83 
offered for admission to other bacca- 82 
laureate programs. TT 
. = 80 
Comparison of Admission 719 
Qualifications 78 
a ia a 77 
The examination of admission records 16 
of 157 students entering the General 15 
Nursing Program during the college 14 
year 1956-57 showed that all students 73 
presented 16 units of high school work. 12 
These included four units in English, 7\ 
one unit in American history, and two 70 
units in science. The quantity and the 69 
quality of electives presented by stu- 68 
dents in the General Nursing Program 67 
did not differ significantly from those 
presented by freshmen entering other 
majors. Mathematics and foreign lan- 
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Number 
Median 
Mean 
Ss @ 


1One unit represents the amount of work 
in that subject usually completed in one 
year in an accredited secondary school. 
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TABLE 4 


ACE GROSS SCORES FOR HUNTER COLLEGE FRESHMEN FALL 
1956, STUDENTS ENTERING THE GENERAL NURSING 
PROGRAM FALL 1956 AND SPRING 1957, 

AND NATIONAL NORMS 





ACE 


Gross 


Hunter College 
Freshmen 


cum %/, 





Score 


National 
Norms* 


cum %/, 


Entering 
GNP 


cum °%, 








176-180 
171 
166 
161 
156 
151 
146 
141 
136 
131 
126 
121 
116 
Vt 
106 
101 
96 
91 
86 
8I 
76 
7\ 
66 
él 





942 

112.57 

113.01 
18.50 


Number 
Median 
Mean 
S. D. 


144 
98.00 
99.04 
18.85 








*National norms listed in this table are based on 42,314 
freshmen in 211 four-year colleges as adapted from ACE 
Manual, 1945 Edition, Bureau of Publications, Wash., D.C. 








averages for the Hunter College fresh- 
men were above the median (82.0) and 
mean (82.3) for the students entering 
the General Nursing Program. The dif- 
ference in the means of the two groups 
is statistically significant at the 1 per 
cent level of confidence. 

The distribution of the American 
Council on Education Psychological 
Examination total scores attained by 
144 of the 157 students? admitted to 
the General Nursing Program, 942 stu- 
dents admitted to other majors at Hunter 
College, and national norms for 42,314 


“Where total does not equal 157, in- 
formation was not available 
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college students are shown in Table 4. 
The difference between the mean ACE 
gross score of the students entering the 
General Nursing Program (99.0) and 
the mean ACE gross score of other stu- 
dents entering Hunter College (113.0) 
is statistically significant at the 1 per 
cent level of confidence. The mean ACE 
gross score of the students entering the 
General Nursing Program (99.0) more 
nearly approximated that of the national 
mean (101.8) for entering freshman. 


Discussion 


The comparison of certain admission 
qualifications of 157 students in the 


General Nursing Program with those of 
students admitted to other baccalaureate 
programs at Hunter College showed that 
the majority of the 157 students in- 
cluded in this study presented admission 
qualifications beyond the stated require- 
ments for admission to the program lead- 
ing to the degree of Bachelor of Science 
in Education with a major in nursing. 
The areas of greatest differences were 
foreign languages and mathematics. In 
mathematics only 13 per cent of the 157 
students lacked more than a half unit of 
the mathematics required for entering 
majors other than nursing. Only 23 per 
cent of the group lacked one or more of 
the three units of foreign languages re- 
quired for students entering other bac- 
calaureate curricula. 

The difference between the mean of 
the ACE gross scores of students enter- 
ing the General Nursing Program and 
the mean ACE gross scores for other 
students entering Hunter College is 
statistically significant; however, the 
mean of the ACE gross scores of the 
students entering the General Nursing 
Program compare more favorably with 
the national mean for entering fresh- 
men. 

Although there were differences in the 
stated admission requirements, the exist- 
ing differences between the admission 
qualifications of students entering the 
General Nursing Program and the fresh- 
men entering Hunter College at the 
same time to study other majors did not 
seem to be of sufficient magnitude to 
justify different admission standards for 
students entering the General Nursing 
Program. It was therefore recommended 
that the same high school admission re- 
quirements be used for students enter- 
ing the General Nursing Program as for 
students entering other baccalaureate 
programs at Hunter College, and as of 
September 18, 1958, all students enter- 
ing the General Nursing Program are 
required to meet the same high school 
requirements. At the end of two semes- 
ters the number of admissions has not 
decreased and no hardships to appli- 
cants have been reported. 

It is suggested that in colleges and 
universities where different admission 
standards for nurses exist, there be a re- 
examination of the admission qualifica- 
tions of nurses to determine if they have 
qualifications which are comparable to 
those required for students entering 
other majors. In setting admission re- 
quirements care should be taken to pre- 
vent the impression that nurses need 
special consideration and that their basic 
high school qualifications differ from 
those of students entering other bacca- 
laureate majors. If nurses are granted 
the same degrees as other students, it 
follows that they should meet the ad- 
mission requirements quantitatively and 
qualitatively. 
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During a medical conference, instructor Mary Ellen Brown and her class at the Ohio Valley General Hospital School of Nursing 
in Wheeling, W. Va., discuss the care of patients with myocardial infarction. Students also have clinical practice in this area. 


The Clinical Assignment Pattern 


Synchronization of the rotation 
pattern and clinical teaching 
provides students with the op- 

portunity to learn and demon- 

strate their abilities in each 
area of study and practice. 


ve assignment of students to the 
hospital for practice in clinical nurs- 
ing has one major purpose: to provide 
learning opportunities in a real situa- 
tion. Placed in an active hospital envi- 
ronment, students are encouraged and 
assisted in vitalizing and implementing 
the knowledge, understandings, skills, 
and appreciations gained in class, con- 
ference room, and laboratory. 

It is the responsibility of the faculty 
to plan and arrange the students’ prac- 
tice assignments according to sound 
educational concepts and to establish a 
pattern of related learning experiences 
within each clinical area. This, of 
course, is the curriculum, which must of 
necessity be consistent with the pur- 
poses and objectives of the school. 

Commonly referred to as “rotations,” 
the clinical assignment pattern serves 
as a framework for nursing content. 
Whatever form it takes, each segment 
will 

1. Contribute to the objectives and 
advance the purposes of the pro- 
gram as a whole. 

2. Represent progression 
creasing difficulty. 

3. Bear a direct and logical relation- 
ship to those segments preceding 
and following it. 

4. Contain definite content. Clinical 


and _in- 
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teaching and practice can be 
made concurrent, and_ other 
courses placed in a desired rela- 
tionship—prerequisite or parallel. 
For example, the faculty might 
decide that a course in child de- 
velopment should precede pedi- 
atrics, in which case each student 
would come to the area having 
had the course. On the other 
hand, it might be decided that 
child development should be 
taught at the same time, ie., 
parallel. Child psychology and 
marriage and the family are also 
subjects in point. 

5. Carry approximately the same 
number of instructional hours, 
thereby providing relatively even 
distribution of load throughout 
the program. 

3. Occupy the same, or approxi- 
mately the same, amount of time. 


Time Allocation 


A clinical assignment pattern might 
be called an engineering problem, or 
more simply, a problem in mechanics 
or methodology. To be functional it 
must consist of a series of equal or 
nearly equal time periods or blocks, 
which permit flexibility and easy ma- 


by FRANCES McKENNA, R.N., M.A. 
Educational Consultant, Board of 
Examiners for Registered Nurses, 
State of West Virginia, 

Charleston, W. Va. 


nipulation. They allow for the division 
of a class into groups and ready move- 
ment according to an established sched- 
ule. Thus within a given period, say a 
year, a class will have had the same 
teaching and practice; only the se- 
quence will differ. 

There are several ways in which the 
total time period may be divided. But 
first the faculty will want to consider 
the size of classes, the number of 
faculty and their preparation, and the 
clinical resources available. Clinical ma- 
terial should be sufficient to assure 
teaching content, together with learn- 
ing and practice opportunities within 
each established time unit. Limited 
clinical resources, such as pediatrics, 
and the availability of typical problem- 
solving experiences should be studied 
carefully. 

If the school includes practice assign- 
ments away from the home hospital 
(affiliations) they may complicate plan- 
ning. There are two problems: the 
length of the assignment, and the dates 
each experience begins and ends. Clini- 
cal blocks should not exceed 12 weeks, 
since longer periods impose added va- 
cation responsibilities on the home 
school. It is easy to see that 4 thirteen- 
week periods provide unbroken cover- 
age for the year. In addition, dates may 
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Figure 2 





GROUP | 


FALL 
Obstetrics 
WINTER 
Medical-Surgical Nursing 3 
SPRING 
Pediatrics 
SUMMER 
Vacation 
Medical-Surgical Nursing 4 
(two consecutive units) 


GROUP Il 
FALL 


Pediatrics 
WINTER 
Obstetrics 
SPRING 
Medical-Surgical Nursing 3 
SUMMER 
Medical-Surgical Nursing 4 
Vacation 
Medical-Surgical Nursing 4 


GROUP Ill 


FALL 
Medical-Surgical Nursing 3 
WINTER 
Pediatrics 
SPRING 
Obstetrics 
SUMMER 
Medical-Surgical Nursing 4 
(two consecutive units) 
Vacation 








GROUP | 


Obstetrics 

Pediatrics 
Medical-Surgical Nursing 3 
Medical-Surgical Nursing 4 
Vacation 


GROUP Il 


Pediatrics 
Obstetrics 
Medical-Surgical Nursing 3 
Medical-Surgical Nursing 4 


Vacation 
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Medical-Surgical Nursing 3 
Medical-Surgical Nursing 4 
Obstetrics 
Pediatrics 


Vacation 
GROUP IV 


Medical-Surgical Nursing 3 
Medical-Surgical Nursing 4 
Pediatrics 
Obstetrics 


Vacation 








Pediatric nursing instructor Betty Horstman, left, helps student Susie Kay Gehrig 
to relate class discussion about bathing to the care of a young hospital patient. 


make special arrangement of content 
for the fragmented periods (quarters 
overlapped) at each end necessary. Nor 
are consecutive twelve-week blocks a 
solution. They do not change the fact 
of unbroken coverage, and they ob- 
struct the maintenance of a relatively 
uniform school calendar from year to 
year. 

There are other factors involved. The 
physical arrangement of the clinical 
practice areas in the hospital must also 
be investigated, including grouping of 
services, especially if segregated; con- 
ditions conducive to good clinical 
teaching and good nursing care; and 
availability of conference space on the 
divisions. 

The hospital nursing service pattern 
should also receive careful study. The 
number of professional and nonprofes- 
sional staff, the quality of nursing per- 
formance, and the probable effect of 
unevenness in student assignments 
should be taken into account. Classes 
vary in size, and numbers are affected 
by drop-outs, illnesses, and leaves of 
absence. The plan would not be ad- 
justed as these occur. 


It goes almost without saying that the 
same pattern will not be equally useful 
and workable in all per te: Basically 
there are three patterns: quarterly, tri- 
mester and semester. 

The Quarterly Pattern. Several vari- 
ants are possible in a quarterly —-. 
ment. The school year can be divided 
into three 12-13 week sessions (a few 
days between each quarter are most 
useful) and the summer into a four- 
week vacation and an 8-9 week practice 
assignment. And if two self-contained 
four-week units are planned for the 
latter, teaching can be easily duplicated, 
and instruction and practice kept the 
same for all. Figure 1 shows the way 
groups can be divided if the experi- 
ence planned for the second year were 
obstetrics, pediatrics, medical-surgical 
nursing 3, and medical-surgical nursing 
4. This arrangement really amounts to a 
double rotation each year, one within 
three quarters, and one in the summer, 
which also allows 3 four-week vacation 
periods, 

Another arrangement could be 4 
twelve-week periods, and four weeks 
of vacation. This way students and 
faculty would be on vacation the same 
four weeks and the school closed for 
that time. The class can be divided 
into four groups with teaching and 
practice balanced for each section. If 
desired, the class might be divided 
into halves for a two-quarter unit of 
maternal-child health (see Figure 2). 

The quarterly pattern can also be 
divided into 4 eleven-week periods. 
This allows four equal blocks for in- 

(continued on page 31) 
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Legal Facts for Proper Practice 


AS she entered the operating room 
suite, Miss Evans looked forward 
to another satisfying and rewarding day 
of duty. In the six months since she had 
reluctantly accepted a transfer to the 
operating room to help meet the acute 
nursing shortage there, she had become 
a valued member of the surgical team. 
Although Miss Evans’ operating room 
experience was limited, her performance 
demonstrated the maturity of judgment 
and sense of professional responsibility 
which she had developed in 10 years of 
practice as a registered nurse in fields 
other than surgical nursing. 


Irritated by Implication 


Therefore, when the operating room 
supervisor called Miss Evans into her 
office and asked her how she had han- 
dled the specimens in the diagnostic 
D & C operation performed by Dr. 
Larson four days ago, she was not in the 
least concerned. But she did feel some- 
what irritated by the implication that 
she was expected to remember the de- 
tails of this specific case. After all, Dr. 
Larson was chief of the gynecological 
service at the hospital and he and sev- 
eral other surgeons on the staff per- 
formed such operations regularly. 

Miss Evans herself assisted in six or 
eight of these operations a week and the 
case in question had apparently involved 
only the standard routine that was in 
effect in that hospital with respect to 
minor operative procedures. 

For this particular operation a scrub 
nurse had set up the instruments and 
linen, but did not assist while the pro- 
cedure was being carried out. Miss 
Evans, as circulating nurse, had pro- 
vided all the required nursing assistance 
during the operation. She prepared the 
surgery data slip, recorded the preopera- 
tive diagnosis, helped the anesthetist 
and the surgeon as needed, took care of 
the specimens, and performed all the 
other usual duties of a circulating nurse. 
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Dr. Larson had made no complaint 
about her technique during the opera- 
tion. In fact, the supervisor said he had 
described it as consistently good. Why 
then this interrogation by the super- 
visor? 

Briefly, the patient had shown a posi- 
tive “Pap” smear in the course of a 
routine annual physical examination by 
her family physician. He, as an ethical 
practitioner, recommended that a diag- 
nostic D & C and cervical biopsy be 
done to rule out carcinoma, or to iden- 
tify it for purposes of prompt treatment 
if it were present. The patient, informed 
of the implications of the positive “Pap” 
smear, readily consented. 

While the scheduled procedure was 
limited to a diagnostic D & C and 
biopsy of the cervix, the surgeon, be- 
cause of the observations he had made 
after the patient was anesthetized, took 
biopsies from the labial lip and the 
vaginal wall, in addition to taking the 
biopsy of the cervix and curetting the 
endometrium. The total number of 
specimens to be sent to the pathology 
laboratory was four. However, when 
the laboratory report was received it 
described only two—the biopsies of the 
labial lip and of the vaginal wall. The 
pathologist insisted that those were all 
that had been received in the laboratory. 
The pathology sheet which the surgeon 
filled out, and which accompanied the 
specimens to the laboratory, listed the 
four which the surgeon had taken. But 
in the operating room specimen book 
only the specimens from the labial lip 
and the vaginal wall had been recorded 
as being sent to the pathology labora- 
tory. 

The staff nurse who was responsible 
for checking all specimens against the 
applicable pathology sheets and record- 
ing them in the operating room speci- 
men book could not remember the 
particular specimens involved. Further- 
more, she did not have any explanation 
as to why she had not made a prompt 
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investigation when the pathology sheet 
mentioned four specimens although she 
apparently had been able to locate only 
two—the ones she had entered in the 
specimen book. 

Obviously, the procedure as originally 
scheduled had to be redone. This in- 
volved a duplication of expense and it 
subjected the patient to unnecessary 
emotional strain, inconvenience, and 
the physical risks of a second anestheti- 
zation and surgery. Something had gone 
wrong which have gone 
wrong and, as usual, the patient suffered 
the immediate harm. 

The operating room supervisor was 
interrogating Miss Evans for a twofold 
purpose. Naturally, she wanted to 
ascertain whether any of the personnel 
assigned to the operating room had 
been negligent. Even more important, 
she wanted to know whether the 
prescribed routines, policies, and pro- 
cedures then in effect were inadequate 
and in need of review and revision. 
While the supervisor had long since 
given up hope of completely eliminat- 
ing human error and failure, she knew 
that a well-designed system of checks 
and safeguards, if consistently adhered 
to, would do much to minimize and 
neutralize the adverse effects of those 
errors and failures on the health and 
well-being of the patient. 


should not 


Verification 


Accordingly, the asked 
Miss Evans whether she had verified 
the identity of the specimens taken by 
the surgeon by asking him specifically 
to examine them and the description 
she had written on the cups in which 
she had placed them before the patient 
was taken from the operating table. 
This was prescribed procedure and the 
supervisor knew that if it had been 
followed the surgeon must have veri- 
fied the fact that four specimens, 
properly labeled, were in the specimen 
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cups at the conclusion of the operation. 
The supervisor's further investigation 
could be directed to the handling of 
the specimen cups after completion of 
surgery. 

Miss Evans repeated what she had 
said before, that she could not recall 
this particular operation but that she 
was certain that any specimens taken 
by the surgeon had been properly 
handled by her. She added: “I feel 
very certain, however, that I did not 
question Dr. Larson about the speci- 
mens. After all, I've been a practicing 
registered nurse for 10 years, and in 
the past six months I've handled the 
specimens of probably 150 diagnostic 
D & C’s. I don't have to ask the surgeon 
to show me what constitutes a speci- 
men, or how to describe it. It would 
waste my time and his, and it is insult- 
ing to my experience and intelligence 
that you would expect me to do so as 
a routine procedure. Naturally, if | 
had felt any uncertainty regarding the 
specimens, I would have questioned the 
surgeon. However, I'm quite sure that 
I did not, for that would have been 
unusual enough to make me remember 
the case.” 

The supervisor did not pursue the 
matter any further at this time, since 
other things required her immediate 
However, as she asked Miss 
Evans to return to her assigned duties, 
she remarked: “If the patient presses 
a claim, adhere to 
prescribed procedures in handling those 
specimens may prove embarrassing to 
you 

Miss Evans had a normally busy day 
with little time to reflect upon the 
problem of the lost specimens. But 
her way home that 
afternoon, on impulse, she called a 
lawyer she knew, one who had looked 
after a number of things for her family, 
and when she found he could see her 
at once, she went directly to his office. 
Concisely, but completely, she described 
the situation to the lawyer and asked 
him to tell her whether anything in 
what she had told him would make he: 
legally liable in any way 


attention 


vour failure to 


as she was on 


Proud of Status 


The attorney said that her question 
was rather broad, adding that he could 
see she was proud of her professional 


status and took her responsibilities 
quite seriously. The attorney said that 
he'd try to answer the question, but 
necessarily in somewhat general terms. 
He said: “When you accepted a posi- 
tion with the hospital, you entered into 
what the law calls a contract, which 
is nothing more or less than a legally 
enforceable agreement. The other party 
to that contract was the enitel-aat 
your supervisor, or the surgeons, or the 
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patients you might attend. Your legal 
obligations under that contract are owed 
to the hospital. If you failed to carry 
them out fully you were guilty of a 
breach of contract. This would give the 
hospital the legal right to discharge you 
for cause.” 

He noted the nurse’s admission that 
she had failed to follow prescribed 
procedure when she failed to check 
with the surgeon regarding the number 
and identity of the specimens he took. 
The fact that she might have located 
and identified all specimens properly, 
he said, was not sufficient to excuse her 
breach of lawful instructions, nor was 
the fact that the nurse may have had 
justification tor feeling that the instruc- 
tions were unnecessary, or even stupid, 
as long as they did not require some- 
thing illegal or unethical. Whether she 
would be subject to discharge for 
cause was largely within the discretion 
of the employer, who normally con- 
siders all the circumstances in deciding 
whether the errant employee should be 
discharged or merely needs guidance 
and perhaps reprimand. 

The attorney went on to say that 
in addition to subjecting her to dis- 
charge, the nurse's failure to carry out 
lawful might make her 
legally liable to reimburse the hospital 
for any loss or expense it could show 
that it suffered as a direct result of 
that failure. But he remarked that at 
that time it did not appear that the 
hospital suffered financial damage as 
a result of the loss of the specimens: 
The hospital was a nonprofit institu- 
tion which, in that state, was not 
responsible to patients for the harm 
suffered from the negligence of hospital 
employees. 

“The rule is otherwise, however, with 
respect to hospitals operated for the 
profit of their owners or stockholders,” 
he added, “and in some other states 
even the nonprofit hospitals are re- 
sponsible to the patient for any loss 
or damage suffered as a result of the 
negligence of a hospital employee— 
professional or nonprofessional—in the 
performance of duties within the scope 
of the employee's assignment.” 

Although Miss Evans did not have 
to worry about financial responsibility 
to the hospital under the facts of the 
case, the attorney warned the nurse 
that she might be faced with a claim 
on the part of the patient. He explained 
that while she was not employed or 
paid by the patient, Miss Evans would 
be liable to her if, as a result of the 
nurse's negligence, the patient suffered 
injury or Negligence has been 
defined as a lack of due care under 
the circumstances. If it could be shown 
to the satisfaction of a jury that the 
nurse lost the specimens because of her 
failure to do what a reasonably prudent 


instructions 


loss. 


nurse of her training, experience, and 
status would normally have done, the 
nurse might be required to compensate 
the patient for the damage she had 
suffered as a result of the loss of the 
specimens. This would include the full 
costs of the second operation, as well 
as reimbursement for any lost earnings 
during the period of the second hos- 
pitalization and convalescence, and a 
reasonable monetary allowance for the 
unnecessary pain and discomfort suf- 
fered by the patient. 

“I do not mean to imply,” the 
attorney declared, “that a jury would 
necessarily, or even probably, conclude 
that the specimens were lost as a re- 
sult of your neglect. Certainly the bare 
fact that you failed to follow prescribed 
hospital practice in the handling of the 
specimens does not establish that you 
were the person who lost them. If, 
as you say, your training and experi- 
ence made the surgeon’ verification 
unnecessary, and you placed all the 
specimens he took, properly labeled, on 
the specimen shelf or wherever they 
were supposed to be placed for trans- 
mission to the laboratory, your violation 
of instructions with respect to verifica- 
tion was harmless as far as the patient 
was concerned, and unless she suffered 
harm at your hands, she has no cause 
for action against you.” 


What the Jury Believes 


The attorney went on to say that 
according to the facts the nurse had 
given him, the jury might believe that 
the surgeon took the four specimens 
he says he did, and that the specimen 
nurse found only two on the specimen 
shelf. If further testimony were pro- 
duced to the effect that the surgeon 
handled the missing specimens in the 
proper manner—not that he absent- 
mindedly threw the sponges on which 
he placed them into the kick-bucket— 
and that no one disturbed the speci- 
mens after Miss Evans put them on the 
specimen shelf, she might be found 
liable if the jury believed that testi- 
mony. 

“On the other hand,” he said, “the 
jury may be skeptical of the surgeon’s 
recollection as to how he handled the 
specimens and of the specimen nurse's 
insistence that only two were on the 
shelf when she went to make up the 
day’s delivery for the laboratory.” The 
attorney added that if the specimen 
nurse was so careful, why did she not 
notice, when she matched the speci- 
mens to the appropriate pathology 
sheet, that the sheet described four? 
Why also did she not inquire why an 
operation scheduled as a D & C with 
biopsy of the cervix produced neither 
of the two specimens normally incident 


(continued on page 29) 
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DRUG THERAPY 
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More About the Oral Hypoglycemic Agents 


In the August issue the story of the discovery of oral hypo- 
glycemic agents was reviewed. Two chemical groups, the sul- 
fonylurea compounds and the biguanides, were compared and 
their future in the control of diabetes mellitus was considered. 
While it is too early to make more than a preliminary evaluation 
of the place of the sulfonylureas and the biguanides in the man- 
agement of diabetes, there is no doubt that their introduction has 
stimulated renewed research not only in the therapy of diabetes 
mellitus but in the disease itself. In this issue the criteria for 
selecting suitable patients for therapy with the oral hypoglycemic 
agents and the postulated mechanism of action of these drug 
groups will be considered. 

Since the sulfonylurea compounds are effective only in certain 
middle-aged and elderly diabetic patients, it was necessary, early 
in the use of these drugs, to dovsing methods by which patients 
could be selected properly. The proposed acini included clini- 
cal trial, evaluation of the type of diabetes with particular refer- 
ence to ketosis, and the sulfonylurea response test. 

The most direct method of testing is simply to start the patient 
on the drug and to observe closely the behavior of the urine and 
blood sugar. It is taken for granted that the patient has been and 
is following a diet restricted in carbohydrates and adjusted in 
calories at a level designated to provide body weight that is 
satisfactory for age and height of the patient. If the patient 
has been on a restricted diet without insulin, the patient is 
given 1 to 3 Gm. of tolbutamide (Orinase) or the appropriate 
dosage of any other sulfonylurea compound. Three grams may be 
given daily for two days, then 2 Gm. for another two days, 
and finally a maintenance dose of 1 Gm., daily, is used for a 
prolonged period. It has been noted that with responsive patients, 
1 Gm., daily, will usually be sufficient; at times the dosage 
may be as low as 0.5 Gm., daily. 

If the patient has previously been taking insulin, the attempted 
transition to tolbutamide must be watched closely, lest control 
of the diabetes be lost and acidosis follow. It is best to have 
these patients in the hospital during the trial on tolbutamide. 
In any case, the amount of insulin may be reduced by 10 to 25 
per cent every second or third day until it can be ascertained 
whether tolbutamide will be effective. If tolbutamide is only 
partly effective and insulin must be continued, it is best to 
return to the full dose of insulin, since combined insulin- 
tolbutamide treatment would appear to offer little or no advantage. 

Duncan, Lee, and Young have proposed that patients be 
selected for tolbutamide therapy depending upon the ease with 
which they develop ketosis. They suggest withdrawing insulin 
in hospitalized patients and determinating the number of hours 
it takes before diacetic acid and acetone appear in the urine 
of the patient. Tolbutamide is considered contraindicated in 
patients who develop significant ketonuria within eight hours. 
In patients who do not develop ketonuria within 24 hours 
oral treatment may be attempted with a reasonable assurance 
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of success. The objections to this method of selecting patients 
are the need for hospitalization, the temporary disturbance in 
the diabetic condition due to withdrawal of insulin, and—in 
inexperienced hands—the possible hazard of ketoacidosis to the 
patient, 

The sulfonylurea response test is being utilized in patients 
whose insulin requirement is small, 12 units or less, daily. 
Insulin is omitted entirely for two days prior to the test day. 
if the insulin used prior to this time has been protamine zinc, 
NPH, lente, or globin, crystalline zinc insulin is substituted. 
In this way there is no carry-over of the insulin effect on 
the test day. On the day of the test insulin and breakfast are 
omitted. Blood is obtained for sugar determination; 3 Gm. of 
tolbutamide are given by mouth; and blood is obtained for 
determination of sugar content four hours later. 

After this is accomplished the test is terminated and food 
may be given to the patient. If the test is performed as an 
office or out-patient procedure, the patient must be asked to 
wait for an hour or so until the blood sugar values have been 
reported. If the response to tolbutamide has been satisfactory, 
the patient may be asked to begin on the following day with 
a maintenance dose of 1.0 Gm., daily, before breakfast. If the 
results of the test have been unsatisfactory, an appropriate 
dose of insulin is given before the patient leaves the physician’s 
office or the out-patient clinic. In this way disasters from acidosis 
and diabetic coma can be avoided in patients who have not 
responded to tolbutamide. 


Simplest Rule 


The simplest rule to follow in interpreting the sulfonylurea 
response test is that the blood sugar, regardless of its initial 
height, should fall to normal within four hours after the 
administration of 3 Gm. of tolbutamide. If this occurs it can be 
predicted with a reasonable degree of accuracy that the patient 
will respond satisfactorily to tolbutamide on maintenance doses. 

It is true that with some individuals the maximum effect of 
a single large dose of tolbutamide may not be seen until six 
to eight hours after administration. Such patients would be 
missed in the four-hour test and, therefore, might not be selected 
for oral treatment. The number of such patients, however, is 
not large. Although the four-hour test is by no means completely 
reliable, it is probably the most satisfactory and convenient test. 
As a screening procedure in selecting patients for tolbutamide 
therapy it has proved to be extremely useful. 

Late in 1957 a survey was made of the results of tolbutamide 
treatment in the Joslin clinic. Of a selected group of 772 patients, 
good control of hyperglycemia and glycosuria was obtained in 
407 or 52.7 per cent of the cases; fair control, in 143 or 18.5 
per cent. The number of patients with primary failure (within 
the first month of treatment) was 136 or 17.5 per cent; 40 
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patients or 5.2 per cent had secondary or late failures. It is 
unlikely that any of the secondary failures were due to disregard 
of diet. There were 33 patients or 4.3 per cent on whom the 
drug had been used for os than one month and 8 patients or 
1.03 per cent on whom tolbutamide was discontinued for 
nonmedical reasons. 

Tolbutamide was successful in patients with the maturity- 
onset type of diabetes (onset over the age of 40) and those 
having a low daily insulin requirement, less than 20 units. 
The age of onset of diabetes was found to be of much more 
relative importance than the age of the patient when given 
tolbutamide or the duration of diabetes. The amount of insulin 
was more significant than the period of time over which the 
insulin had been taken. 

The incidence of side effects was low—1.1 per cent. They 
consisted chiefly of urticaria and minor digestive disturbances, 
although leucopenia or agranulocytosis have also been encoun- 
tered. Determinations of liver function were carried out with 
392 patients over the course of a year. No consistent or eo 
abnormality was found except in the case of the a kaline 
phosphatase test. Here, determinations done a month after 
starting the drug showed a slight rise, averaging one Bodansky 
unit. The significance of this finding is not clear. 


Theories About the Mechanism of Action 


Intensive investigation into the action of the sulfonylureas 
is now being carried on throughout the world. One of the first 
theories proposed and abandoned for lack of evidence was that 
damage to the alpha cells of the pancreas resulted in penne, | 
the production of glucagon. A second mechanism suggeste 
is that of increased utilization of glucose by peripheral tissues 
through a direct insulin-like action, but thus far the weight 
of evidence is against this idea. The sulfonylureas do not appear 
to be substitutes for insulin and in vitro they do not seem 
to act on insulin-sensitive tissues to increase glucose uptake and 
utilization. In animals and man, the presence of a pancreas 
capable of producing insulin seems to be essential for the action 
of the sulfonylurea compounds. 

Some data have been presented to suggest that the sulfonyl- 
ureas inhibit the action of insulinase but the evidence is not 
clear-cut and this would not appear to be the answer to the 
problem. The sulfonylureas do not seem to oppose directly the 
action of the hypophysis, adrenals, thyroid, or gonads; the 
sulfonylureas remain active in the absence of these glands. 

There is much evidence supporting the concept that the 
sulfonylureas stimulate the production and/or release of insulin 
from the beta cells of the pancreatic islets. The drugs are 
ineffective in the depancreatized animal or man. Sulfonylureas 
are generally ineffective in diabetic children and in adults with 
the unstable juvenile type of diabetes. Diabetes in both instances 
is believed to be a result of the inability of these persons to 
produce insulin. While a high percentage of children with 
diabetes of recent onset will experience a definite fall in blood 
sugar following a single large dose of carbutamide or tolbutamide, 
this effect is uncommon in those who have had diabetes for 
four or five years or more. Further evidence suggesting that 
the sulfonylureas stimulate the pancreas is the fact that an 
increase in the insulin-like activity of blood is obtained from 
the pancreatic vein following the administration of these drugs. 

If the sulfonylureas stimulate the pancreas and exert their 
action through endogenous insulin, it should be possible to 
observe and measure the various known metabolic effects of 
insulin. However, experience to date has been disa pointing. 
Following the administration of carbutamide or tolbutamide 
there is no rise in respiratory quotient, no increase in the 
arterial-venous glucose difference, and no increase in serum 
‘hosphate following glucose. As a possible explanation it has 
een suggested that perhaps the quantities of insulin released 
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from the pancreas in response to the sulfonylureas is so small 
that metabolic effects of the type just mentioned, although 
present, are so slight that they escape measurement. 

Many investigators have supported the theory that the sulfonyl- 
ureas decrease the rate of release of glucose from the liver 
by inhibiting the co-enzyme systems. But it would be rather 
hazardous to draw final conclusions from such studies. A major 
effect of the sulfonylureas would appear to be that of inhibition 
of hepatic glucose synthesis or fa a it may be agreed that 
this action is benign and favorable, since one of the features 
of diabetes is instability of material stored in the liver with 
excessive formation and subsequent release of glucose into the 
blood from both carbohydrate and mmanialitete sources. 

The sulfonylurea compounds probably act both by stimulating 
the production and/or release of insulin and inhibiting glucose 
formation in the liver or its release from the liver. More exact 
information awaits further study. 


Selecting Patients 


According to recent clinical reports, virtually all classes of 
patieiits with diabetes respond to treatment with DBI, with 
or without injected insulin. This includes not only those patients 
who respond to other oral hypoglycemic agents, but also the 
stable adult diabetic not controlled by diet alone, juvenile and 
adult “brittle” diabetics, the insulin-resistant and the insulin- 
responsive patient, and the primary and secondary sulfonylurea 
failures. 

A satisfactory response to DBI is evidenced by reduction in 
blood and urine sugar levels and relief of the symptoms of 
diabetes. In the juvenile or adult “brittle” diabetic, DBI often 
permits better regulation of the diabetes with insulin and helps 
to prevent the peaks and valleys of ketoacidosis and hypoglycemic 
reactions. 

Oral hypoglycemic agents, including DBI, are not recom- 
mended in treating diabetes mellitus when it is the mild adult 
form that can be regulated by diet alone or juvenile diabetes, 
uncomplicated and well regulated with insulin. Nor should 
it be used in the presence of acute complications such as 
diabetic acidosis, coma, infection, and surgery, when insulin 
is indispensable. 

In discussing over two years of experience in the clinical 
study of DBI, Pomeranze reported that in a total of 206 diabetic 
patients without regard for age, duration of the disease, or 
classification of the Sisbetes, 110 were successfully treated with 
DBI alone and an additional 18 were successfully regulated 
with DBI and a 50 per cent or greater reduction of daily insulin 
requirement. Of the total group, 53 patients required discon- 
tinuation of DBI therapy because of gastrointestinal side effects. 

Although it is clear that DBI may be used in the management 
of stable adult diabetes, its importance in diabetic management 
is re-emphasized. DBI is an effective agent for supplementing 
the effect of insulin in the care of the “brittle” diabetic patient. 
At no time, however, is it intended as a replacement for insulin 
in this type of diabetes. 

Although many investigators agree that DBI may facilitate 
significant reductions in the previous insulin requirement in 
juvenile and in “brittle” diabetic patients, it must be pointed 
out that when patients are relatively poorly controlled on small 
doses of insulin, just the addition of DBI to approximately 
the same insulin requirement has often led to stabilization in 
the regulation of diabetes. Therefore it becomes increasingly 
important that the dosage of DBI be adjusted specifically to 
the requirements of the individual diabetic patient. This rule 
applies not only in the more severely labile patients but also 
for all other diabetics. 

Unger demonstrated that DBI has no pharmacodynamic effects 
other than its hypoglycemic action, except perhaps for slight 
but sustained adrenergic blockade in anesthetized cats at doses 
above 10 mg./kg., intravenously. 

Employing radio-tagged DBI to study tissue distribution and 
excretion in fasted rats, Wick noted that nearly all of the 
administered dose of DBI was eliminated in the urine within 
24 hours. Most of it was excreted before the twelfth hour, 
suggesting that DBI does not accumulate in the tissues. Prior 
to excretion, DBI is distributed primarily in the gastrointestinal 
tract—following the hypothesis of Brodie on the gastric recon- 
centration of | a drugs—and in the liver. 

(continued on page 29) 
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PROTAMINE ZINC INSULIN 


HORMONE 





DESCRIPTION: Protamine zinc is a sterile suspension in a 
buffered aqueous medium of insulin that is modified by the addi- 
tion of zinc chloride and protamine. The protamine is prepared 
from the sperm or from the mature testes of certain genera of 
fish. The preparation contains 0.20 to 0.25 mg. of zine and 1.0 
to 1.5 mg. of protamine for each 100 U.S.P. units of insulin. 


ACTION AND EFFECTS: PZI has a slower onset of hypo- 
glycemic action, as compared to regular or crystalline types of 
insulin. PZI’s action becomes maximal at four hours and con- 
tinues for 24 hours or longer. Its effects are especially apt to 
become manifest, however, during the night hours furthest re- 
moved from the last intake of food. 


USES: PZI has been most often employed in the control of 
adult diabetics because this preparation is best fitted for use in 
those patients whose total insulin requirement is not too high, 
20 to perhaps 60 units per day. It is also best used in those 
patients whose postprandial hyperglycemia is not marked. 

In children and in adults a mixture of protamine zinc insulin 
and crystalline or amorphous insulin is very effective in con- 
trolling glycemia occurring after meals or during the night. Com- 
bined or separate injections given at one time provide 24 hours 
of control. 


PREPARATIONS: Protamine zinc insulin is available in concen- 
trations of 40 to 80 U.S.P. insulin units per milliliter of the 
injection. 


ADMINISTRATION AND DOSAGE: To secure accuracy of 
dosage, the preparation must be brought into uniform suspension 
by carefully shaking it before use. 

This insulin is usually given before breakfast, though the 
action is essentially the same even if given before supper. In 
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using protamine zinc insulin it is generally desirable to divide 
the diet unevenly, providing a smaller breakfast intake of pre- 
formed carbohydrate and a substantial before-bedtime fooling 
that contains 25 or 35 Gm. of carbohydrate. Insulin pellets, 
protamine zinc insulin, and cholesterol implanted in alloxanized 
rabbits have been reported to provide adequate control of the 
diabetes for 100 days. In a similar test in seven patients, 10-50 
years of age, who were previously maintained on 40 to 180 
units of protamine zinc insulin daily, the pellets controlled three 
patients adequately with only moderate gina and 


glycosuria, and permitted the use of decreased insulin dosages 
in others. 


TOXICITY: Toxicity from PZI is the same as with any prepara- 
tion of insulin when given in excessive dosage. 


TTY TOK. 


PRECAUTIONS: In using the combination of protamine zinc 
insulin and crystalline or amorphous insulin in one syringe, it 
must be remembered that protamine zinc insulin is prepared 
with an excess of protamine to prevent dissociation of the insulin- 
protamine complex. This means that when premixed with regular 
or crystalline insulin in a bottle or syringe, or when injected 
into one site, some of the rapid and short-acting insulin is con- 
verted to protamine zinc insulin. Hence, if the effect of the 
regular or crystalline insulin is to be obtained, it must be used 
with the protamine zinc form in proportions of 2:1 or higher. 
(his is obviously not a problem when, as in some clinics, the 
two insulins are administered in separate sites. 

Whenever the insulins are given in one syringe the regular 
should always be withdrawn first, to avoid contamination with 
protamine zinc insulin. Introduction of some regular insulin into 
the protamine zinc insulin which may occur with this sequence 
is inconsequential. 





GLOBIN INSULIN 


HORMONE 





DESCRIPTION: Globin zinc insulin injection is a sterile acidic 
solution of insulin modified by the addition of globin, derived 
from beef hemoglobin and zinc chloride. The solution also con- 
tains phenol or cresol and glycerin and has a pH of 3.4 to 3.8. 
It contains 3.6 to 4.0 mg. of globin and 0.25 to 0.35 mg. of zinc 
per 100 U.S.P. units. The properties of the mixture are not 
modified by the addition of more globin. 


ACTION AND EFFECTS: The onset of action of globin insulin 
is intermediate between that of regular insulin and the protamine 
zinc insulins. Its peak effect is manifested at 10 to 14 hours, 
with the duration of action approximately 18 hours—again be- 
tween that of the regular and the protamine zinc insulins. 

The action of globin insulin is like that of any other insulin 
preparation. This hormone facilitates the entry and phosphoryla- 
tion of glucose within the cells. The glucose-6-phosphate formed 
in this process can then enter the glycolytic cycle or the hexose 
monophosphate shunt, thus producing high-energy phosphate 
and pyruvic acid, or it can be polymerized into glycogen after 
conversion to glucose-l-phosphate. Insulin also facilitates th 
interconversions within the Krebs cycle, permitting the utiliza- 
tion of oxaloacetate formed from pyruvate by condensation with 
acetyl CoA derived from fatty ac ids for the generation of further 
amounts of high-energy phosphate. 


USES: Satisfactory use of globin insulin has been reported in 
many adult clinics. It can be mixed with regular insulins, and 
has been used this way in the treatment of juvenile-type diabetes. 


PREPARATIONS: Globin zinc insulin injection, U.S.P., is bio- 
assayed in rabbits and is marketed in concentrations of 40 and 


80 U.S.P. insulin units per milliliter of injection. 


DOSAGE AND ADMINISTRATION: This preparation, as the 
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others, is administered by subcutaneous injection. As already 
noted, it may be administered and mixed with regular insulins. 


TOXICITY: A summary of the findings in insulin shock or hypo- 
glycemia may be of value. Coma may or may not be present. 
rhe state may occur suddenly in a previously well diabetic. It 
may also occur in the poorly regulated and especially in “brittle” 
diabetics. 

[t is usually not ushered in by infection; omission of food in- 
take or increased physical activity may be antecedents. Inter- 
current infection or emotional upset may interfere with food 
intake, and hypoglycemia may occur before meals. There is 
aglycosuria or mild glycosuria and ketonuria, but one must guard 
against confusion with urine formed earlier. The blood sugar is 
low if measured promptly, but hypoglycemia symptoms may fol- 
low relative rather than absolute decrease. The respirations ar 
normal or shallow. Tachycardia accompanied by sweating occurs 
with rapid-acting insulin but not with the longer-acting types 
The face is pale, and there may be convulsions. 


PRECAUTIONS: Insulin dosage must be adjusted. The symp- 
toms of hypoglycemia yield almost immediately to the intra- 
venous injection of dextrosi unless organic changes in the brain 
have already occurred. 

The hypoglycemia syndrome terminates in coma and death. 
The majority of the signs and symptoms of insulin hypoglycemia 
appear to originate in the central nervous system, and the actions 
of insulin at this site have been extensively investigated. There 
is little doubt that the hypoglycemic syndrome is due largely to 
decreased cerebral utilization of oxygen. 

These patients respond to glucose therapy but this may be 
slow, especially in severe shock such as that with long-acting 
insulin. 
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LENTE INSULIN 


HORMONE 





DESCRIPTION: Lente insulin is a mixture of minute partic les 
consisting of approximately 70 per cent crystalline zinc insulin 
and 30 per cent amorphous zinc insulin. Each component has 
a sufficiently high zinc content to make the mixture relatively 
insoluble at the pH of the blood. The trade name for lente 
insulin is Lente Iletin. 


ACTION AND EFFECTS: The compound provides an anti- 
diabetic action that, timewise, is between unmodified (regular ) 
insulin and protamine zinc insulin. The time of action of lente 
insulin so closely approximates that of the unmodified protamine 
zinc insulin, isophane (NPH) insulin, that they can be used 
interchangeably. The onset of action of lente insulin is sufficiently 
prompt to control the after-breakfast rise in blood sugar, and 
its duration is usually adequate to maintain blood sugar levels 
during fasting without the need for supplementary injections. 


USES: Lente insulin is used to control diabetes mellitus. Research 
to determine whether it is preferable to the present insulins 


is still being conducted. 


PREPARATIONS: This drug is available as a suspension or 
injection in 400 or 800 U.S.P. units in 10 cc. 

DOSAGE AND ADMINISTRATION: Lente insulin differs 
clinically from unmodified insulin only in its more prolonged 
iction in lowering the blood sugar; its administration and dosage 
should follow the same principles that govern the use of insulin 
in general. Lente insulin is administered as a buffered suspen- 
sion by deep subcutaneous injection. It should not be injected 
into underlying muscle, and is never administered intravenously. 
The container vial should be rotated and inverted several times 
to insure uniform distribution of the suspended particles, but 
vigorous shaking and frothing should be avoided. The potency 
is expressed in either 40 or 80 U.S.P. units of insulin per ce. 
The number and size of daily doses, time of administration, 


diet, and exercises are determined by careful observation with 
frequent blood sugar and urine sugar determinations in the 
individual patient. Usually the most satisfactory time for injec- 
tion is in the morning before breakfast. In newly developed, 
uncomplicated cases of average severity, an initial daily dose 
of 10 units may be increased by 3 to 5 units until proper 
control of blood and urinary sugar is achieved. 

In patients already under treatment with protamine zinc or 
unmodified insulin or both, a beginning dose of lente insulin 
of approximately 20 per cent fewer units may be substituted; 
this is cca if necessary. Patients on NPH insulin may be 
transferred directly to lente insulin. As with protamine zinc 
insulin, food intake may be advantageously divided into portions 
of one-fifth, two-fifths, and two-fifths, respectively, for three 
meals. Afternoon and bedtime feedings may become desirable 
or necessary in some circumstances. 


TOXICITY: Toxicity from lente insulin is the same as in 
insulin reaction from any other insulin preparation. 


PRECAUTIONS: Since lente insulin differs clinically from 
unmodified insulin only in its more prolonged action in lowering 
the blood sugar, its administration and dosage should follow 
the same principles that govern the use of insulin in general. 
Lente insulin is not adaptable for use in place of unmodified 
insulin in dealing with diabetic emergencies that require imme- 
diately acting intravenous insulin. 

Suspensions of lente insulin should be stored in a cold place, 
preferably a refrigerator, but exposure to freezing or high tem- 
perature should be avoided. Vials in use should be protected 
from strong light and the contents used as continuously as 
possible. A partially empty vial not used for several weeks 
should be discarded, and a vial in which the precipitated 
suspension has become clumped or deposited on the wall of 


the container should not be used. 





NPH INSULIN 


HORMONE 





DESCRIPTION: NPH, known also as isophane insulin injection, 
U.S.P., is a modified protamine zinc insulin. It is essentially 
a preformed, stable insulin mixture. The N denotes that it is ‘a 
neutral solution with a pH of 7.2; the P signifies that it contains 
protamine zinc insulin; the H means that the preparation 
originated in Hagedorn’s laboratory. It contains 0.50 mg. of 
protamine per 100 U.S.P. units of insulin. 


ACTION AND EFFECTS: The onset of action of protamine 
zinc insulin takes between 6 and 8 hours. Its period of maxi- 
mum action occurs within 12 to 24 hours, and its duration of 
action is from 48 to 72 hours. Early preparations of insulin 
were relatively crude and were often likely to produce local 
However, they were absorbed fairly slowly and 
action over many hours. As methods for the 
isolation and purification of insulin improved, the resulting 
preparations were more rapidly absorbed and their duration 
of action decreased. Frequent administration of relatively small 
doses was then necessary to maintain relatively normal blood 
glucose levels. Efforts were therefore made to devise technics 
to delay insulin’s absorption and prolong the duration of its 
action, 

A major advance in delaying the absorption and hence 
prolonging the duration of action of insulin was made by 
Hagedorn and his associates in 1936. By permitting insulin to 
react with the basic protein, protamine, they prepared a protein 
complex, protamine insulin. The isoelectric point of this complex 
is at pH 7.3; therefore it is relatively insoluble in body fluids. 
When the complex is injected subcutaneously in an ‘aqueous 
suspension it dissolves slowly at the site of deposition, and 
the insulin is absorbed at a retarded but steady rate. 


reactions 
exerted their 


22 


USES: It is often difficult to maintain a constant blood sugar 
level with regular insulin because it is too rapidly absorbed 
and destroyed. In severe cases of diabetes, therefore, insulin 
must be administered several times a day. During the night 
the blood sugar rises and in the morning glycosuria is common. 
A modified insulin such as NPH in the hands of a skillful 
practitioner can overcome these disadvantages. 

Due to a slower and more constant rate of absorption, modified 
insulins exert their effects for 18 to 24 hours or more. The 
objective in using such a preparation as NPH is to reduce the 
number of injections to one daily injection and to maintain 
a more constant blood sugar concentration. The total amount 
required is slightly less than that of regular insulin. 


PREPARATIONS: Isophane insulin, or NPH, is marketed in 
concentrations of 40 and 80 units per milliliter. 


DOSAGE AND ADMINISTRATION: The moderate complex- 
ities and limitations of using combinations of protamine zinc 
and regular insulin resulted in the production of a new protamine 
or NPH insulin (isophane), originally designated NP 50, which 
in essence manifests the effect of a 2:1 mixture of crystalline 
and protamine zinc insulins. It is supplied as a clear solution 
to be administered by subcutaneous injection. 


TOXICITY: As with any other insulin preparation, overdosage 
of the drug results in what is termed an “insulin reaction.” 
Diabetic patients usually know when they have had an exces- 
sive amount of the insulin; they are generally tremulous, 
apprehensive, and feel the need for food. 

(continued on page 30) 
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Orthopedic Nursing Procedures, by 
Avice Kerr, R.N., B.A., Springer Pub- 
lishing Company, Inc., New York, 1959. 
364 pages. Price $4.75. 


One’s first impression of this book is 
that it is merely an outline of tested 
nursing procedures used in the care of 
ambulatory and bed patients with ortho- 
pedic disabilities. But the book has a 
fund of instructive material. However, 
the format and arrangement in outline 
form are difficult to follow in some of the 
sections. 

The chapter on fractures and those on 
the use of the various mechanical ap- 
pliances in the care of orthopedic pa- 
tients are presented clearly and pre- 
cisely. 

This is a source book that will serve 


as a quick reference for professional and 
practical nurses engaged in work with 
patients who are suffering from ortho- 
pedic defects. 


Vocational Rehabilitation for the Phys- 
ically Handicapped, by Louise M. Neu- 
schutz: Forewords by Winthrop M. 
Phelps, M.D., Medical Director, Chil- 
drens Rehabilitation Institute for Cere- 
bral Palsy, Baltimore; Consutlant in 
Cerebral Palsy for the States of New 
York, New Jersey, Delaware, Maryland, 
Pennsylvania, and others; and K. Vernon 
Bonta, Technical Adviser to the Presi- 
dent’s Committee on Employment of 
the Physically Handicapped, Charles C. 
Thomas, Publisher, Springfield, IIl., 
1959. 136 pages. Price $5.75. 


Vocational rehabilitation has re- 
ceived much emphasis since the war; 
physical disability causes intense mental 
anguish as well as characteristic emo- 
tional problems. To guide a person to 
achieve independence and to help him 
conquer the disastrous effects of a dis- 
ability requires great effort on the part 
of the person himself, encouragement 
from his family and friends, and proper 
guidance from physicians, nurses, and 
guidance counselors. When this occurs, 
it represents a spiritual victory. 

This book is written to help the dis- 
abled person find himself and to redirect 
his energies to a type of employment 
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suited to his disability. The contents are 
divided into three parts. Part I, The 
Main Type of Physical Handicaps, con- 
tains Chapter 1. The Cardiac; Chapter 
2. The Orthopedically Handicapped and 
the Cerebral Palsied; Chapter 3. The 
Deaf and Hard of Hearing; Chapter 4. 
The Blind and Partially Sighted; Chap- 
ter 5. The Arrested Tuberculous; Chap- 
ter 6. The Elderly and the Aged. In 
Part II are Chapter 7. Rehabilitation 
Centers; Chapter 8. Hiring the Handi- 
capped; Chapter 9. Avoiding Accidents 
on the Job; Chapter 10. White Collar 
Jobs for the Disabled and the Forty 
Plus; Chapter 11. A Business of Their 
Own; Chapter 12. Mail Order Business. 
Part III contains Chapter 13. The Home- 
bound; Chapter 14. Home Study 
Through Correspondence for the Home- 
bound. 

Each chapter includes a list of suit- 
able occupations and there are refer- 
ences for further reading. 

This book written in lay language 
has a supportive appeal to the handi- 
capped person; there are success stories 
of handicapped persons interwoven 
throughout the chapters. 

Nurses and counselors working with 
the handicapped will find this book a 
useful guide in redirecting the handi- 
capped to useful occupations. 


The School Health Program, A Textbook 
for Teachers and for Other Professional 
Personnel in School Health, by Alma 
Nemir, M.D., Professor and Director, 
Division of Health Education, Depart- 
ment of Health, Physical Education, and 
Recreation; Acting Director, Student 
Health Service; Lecturer, Department 
of Preventive Medicine, College of 
Medicine, University of Utah, W. B. 
Saunders Company, Philadelphia and 
London, 1959. 428 pages. Price $6.00. 


The health of the school child is a 
continuous process. This concept is ac- 
cepted by educators as an important 
aspect of general education. For this 
reason, it is the teacher who plays a 
major role in safeguarding the health of 
the school child and in understanding 
his needs and problems. 

The school health program consists of 


three parts: healthful school living, 
health services, and health education. 
The goals and objectievs of the various 
personnel involved must be understood 
if a sound and reasonable program of 
health is to be maintained. Health is 
more than absence of a diseased condi- 
tion; it is defined as a “state of complete 
physical, mental, and social well-being. 
To promote or preserve this well-being 
in children of school age (six to 
twenty), a concept of a school health 
program has gradually been developed 
which encompasses all the health needs 
of the whole child. Such a program is 
concerned with a healthful environment, 
health services which aim to detect and 
correct or improve any health problems 
a child may have and health education 
which affords him the opportunity to 
learn how to live healthfully.” 

The author, a physician and educator, 
directs this text to teachers to enable 
them to know more about detecting and 
handling the health problems of school 
children. The first part of the book is 
devoted to physical growth and develop- 
ment and the common health problems 
which arise. These are instructive, and 
the information given is comprehensive 
and to the point. The second part deals 
with the organization and administration 
of the school health program, noting that 
the administrative patterns of organiza- 
tion will vary and depend on the com- 
munity. All types are described and the 
author points out that frequently there 
is duplication of effort and overlapping 
of services. Joint efforts of all members 
of the school and the auxiliary personnel 
responsible for the health of the child 
are essential for the successful operation 
of the school health program. 

The contents consists of two parts. In 
Part I, The School Child: His Normal 
Health Status and Common Health 
Problems, are 16 chapters: Chapter 1. 
Development of the School Health Pro- 
gram; Chapter 2. Physical Growth and 
Development; Chapter 3. Nutritional 
Status—Normal and Abnormal; Chapter 
4. Posture and Feet; Chapter 5. Health 
Problems of Eyes; Chapter 6. Health 
Problems of the Ears, Nose, Throat, 
Mouth, and Tonsils; Chapter 7. Prob- 

(continued on page 30) 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N., M.A. 
Director of Nurses, Sheppard and 


Enoch Pratt Hospital, Towson, Md. 


UCH more has been written about what nurses should 
1 know and do than about how they might feel when 
carrying out a nursing assignment. Although it must be 
admitted that nurses do not readily reveal their innermost 
thoughts and feelings about what they experience, it would 
be difficult to estimate how unique such reticence is in 
nursing as compared with other fields of work. In this con- 
nection I have found graduate nursing students able to learn 
a good deal about themselves by keeping a record of signifi- 
cant daily incidents and the feelings thereby aroused. 

Through reading the following excerpts selected from the 
daily record of a young graduate student while on a field 
assignment in psychiatric nursing, some of you may find clues 
to understanding yourselves better, while others might in 
this way catch a glimpse of a field of work in which you 
have had no experience. 

Oct. 1: My first day in the field began when I reached the 
state hospital gate before 9:00 A.M. Previous directions to 
the classroom in A Building had seemed clear enough when 
they were given to us but I found myself bewildered when 
I entered the enclosed spacious grounds dotted by a number 
of red brick buildings in single and connected units. By fol- 
lowing an elm-shaded walk I came to the building designated 
as A and walking through the front door, I asked the recep- 
tionist for further directions to the classroom. 

Once in the classroom I heard a brief talk by the instructor 
on the physical set-up of the hospital, and then we were 
shown through some of the buildings. As we walked out of 
doors from one building to another we saw patients playing 
In the wards we noticed other patients 
quietly listening to a radio, reading books and magazines, 
and watching television. A few patients sat slumped in 
chairs, their faces hidden in their hands. When we stopped 
to admire the bracelets some patients were making, they 
were pleased to tell us that the bracelets were to be used 
as Christmas presents for the women patients in the hospital. 

Oct. 2: Our classes this morning were concerned with the 


baseball and tennis 


psychological approaches in meeting the needs of the men- 
tally ill patient. Our instructor helped us to understand the 
methods by relating them to specific examples. I found 
myself particularly preoccupied with what she said about 
patients with suicidal tendencies. 

My clinical assignment was on Ward 5, where a very busy 
head nurse made me feel welcome by giving me her un- 
divided attention and telling me about the nursing needs 
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of the patients on this service for acutely ill men of all ages. 
It all seemed so simple as she talked to me. With a prayer 
in my heart I tried to follow her instructions for the day and 
hoped I'd say and do only what was best for each patient. 
As I played ping pong with one young man, I noted another 
one standing idly by and asked him to take my place. He 
willingly did so and thanked me as he began to play. I then 
turned my attention to another patient who was staring into 
space, only to have him move away from me when I spoke to 
him. I was sorry about this but resolved to try again at 
another time. Other patients were more responsive. One 
elderly man told me about his crippled legs. Another wanted 
me to send a telegram to the President of the United States. 
I listened to him for a while and then got him interested in 
a card game. 

Oct. 3: We met in the classroom to discuss the adaptation 
of general nursing procedures to the care of the mentally ill 
patient. Then I went back to Ward 5 where I observed the 
shock treatments and noted the differences in the procedure 
as it is carried out here by comparison with the way it had 
been done in another hospital where I first learned about 
it. I wondered about some of the things I saw and noted 
several points I wanted clarified. Even though the patients 
were dazed immediately following the treatment they re- 
covered enough to go to lunch on time. 


Divert Patient From Sad Thoughts 


Later I played Chinese checkers with a young man who 
was sitting alone and aloof from others. He did not know 
the game but I was able to help him use what he knew 
about regular checkers and this seemed to take his mind off 
his sad thoughts. 

Many of the patients listened to the radio broadcast of 
the first game of the World Series and clapped with enthu- 
siasm when a favorite player made a home run. I went over 
to the young man who had walked away from me yesterday. 
his time he did not walk away but neither did he respond 
to my attempts to talk to him. 

The head nurse cleared up a number of my questions about 
the patients but there were other things I needed to study 
on my own, and for this I found the library references avail- 
able at the end of the day. 

Oct. 4: We learned a good deal today about feeding prob- 
lems. In addition to some of the things I did yesterday, I 
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assisted serving the noon meal and fed some of the helpless 
patients. Then I played Chinese checkers with two patients. 
One of them was a and depressed and required en- 
couragement to make each move in the play. The other 
patient was hyperactive and talkative; he had to be reminded 
to await his turn and not to jump more checkers than was 
his right to play. Each patient thus reflected in his play the 
general characteristics of his type of illness. 

Oct. 5: We observed a patient receiving Sodium Amytal 
therapy. He was a middle-aged man who had assumed a 
fetal position in bed and was mute before the treatment. 
During the injection of Sodium Amytal the patient extended 
his legs on the bed and answered to his name and the ques- 
tions put to him. It was fascinating to see the changes in 
the patient through the administration of this drug. 

Later, as I cut the fingernails of some of the elderly 
patients and gave foot soaks to others, I listened to each as 
they told about themselves. It is surprising what one can 
learn while doing the little things that these patients cannot 
do for themselves and which they appreciate having done 
for them. 

Oct. 6: During this week I got to know a few things about 
the patients on A 5, and this helped me to give them the 
care they needed. I also began to realize that even with the 
specific instructions I was receiving I would have to be 
able to adjust myself to each situation as it arose and to the 
varying moods of each patient. There was an instance where 
I noted the flies bothering a bed patient; the ineffective fly 
sprayer lead me to look for some other means of exterminat- 
ing the flies. Consequently, I got three fly swatters from the 
head nurse and interested two patients in helping me to 
wage war on the flies. I was pleased to see that in the fly- 
killing activity one of the patients seemed to forget his 
depression and was obv iously less agitated than before. An- 
other task in giving medications lead me to wonder about 
the time-consuming method of giving one at a time. Then I 
realized that this method was a safety measure in a situa- 
tion where it would be inadvisable to carry a tray of medica- 
tions from patient to patient. 

Oct. 8: The films we saw today on psychiatric nursing and 
the instructor’s interpretation of some of the patients’ be- 
havior helped me to understand better the reasons for 
modifying nursing care according to the needs of each 
patient. 

On Ward 5 I assisted with shock therapy and observed 
the steady improvement of one of the patients who only last 
week had been resistive to dressing and taking food. Today 
he buttoned his own shirt, held his head up when I talked 
to him, and fed himself. 

During the noon hour an elderly patient refused to eat the 
food served on his tray. When I urged him to eat he told 
me to stand in a corner of the room until his lawyer came. I 
left him to look after some of the other patients, returning 
later to encourage him to eat. With great dignity he re- 
minded me of his instructions as though I had not properly 
understood them. Since this patient usually ate well it did 
not seem advisable to insist further on his eating at this time. 
I watched, however, when his supper tray was served; he 
ate as usual and seemed to have torgotten about the lawyer. 

I learned a few things about two patients with whom I 
played checkers. One of them was able to concentrate 
throughout the whole game while the other patient's atten- 
tion was easily distracted. Both of them, however, seemed 
to be equally appreciative of my playing with them. Some 
of the elderly patients in wheel chairs liked my bringing 
them water to drink in mugs since it was awkward for them 
to use the bubbler fountain. 


Some Useful Ideas 
Oct. 9: 1 got some ideas from the talk on occupational 
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therapy that I hope to be able to use in my work with the 
patients here. Then I went about some of the routine ac- 
tivities concerned with medications, bathing, and charting. 
I stopped to speak to the patient who had avoided me last 
week, and although this time he did not walk away, he turned 
his head from side to side to avoid facing me. I wish | 
knew what to do for him. 

Another overactive patient put a tremendous amount of 
energy into washing his bed and dresser and shining the 
mirror on the wall. He seemed pleased when I thanked him 
for doing it. 

Oct. 10: We went over some nursing procedures in class 
today. They seemed involved, but then outlines always 
seem complicated to me until I see them in application. 
Later I assisted in the admission of a patient and was able to 
put some of the things I had learned into practice. A brief 
review of the written procedures helped me to fix the 
procedures more firmly in my mind for future need. 

One of our patients wandered away from us this afternoon. 
Fortunately, he was located on a near-by ward. On his re- 
turn the head nurse welcomed him warmly, saying that she 
was glad to have found the lost sheep. He laughed spon- 
taneously at this, and I was pleased to see what I considered 
a healthy emotional response from a patient who had ap- 
peared to be a textbook picture of an impassive hebephrenic 
schizophrenic. His absence and our concern had created 
considerable tension, but I wondered if the intensity of our 
concerted emotion had not been a good thing for him after all 


Dissatisfied With Lecture 


Oct. 11: The lecture today on personality development 
left me dissatisfied because it omitted the spiritual aspects 
and stressed the biological, even though the social aspects 
were acknowledged. This lack was further indicated later 
by the problem of a patient who confided some of his reli- 
gious conflicts to me. In referring his problems to the head 
nurse I was told that a chaplain was already working with 
the physician in helping the patient identify the true nature 
of his difficulty. I was glad to know that the patient could 
receive the benefits of both the physician and chaplain and 
that my part as a nurse lay in giving him the assurance he 
evidently needed in accepting their counsel. 

I like to think that the encouragement I gave a young 
man by telling him how well he had done in assisting with 
the task of putting the ward in order seemed to give him the 
incentive to help another patient with a jigsaw puzzle, some- 
thing he had never done before of his own volition. 

I wish that the ball players in the last game of the World 
Series could have seen the therapeutic values the game had 
for the patients who listened in on the radio account of the 
contest. The patient I had helped to admit yesterday sat 
apart from this group and as I walked over to speak to him 
I heard him say loudly to an attendant: “I know I did wrong. 
Why don’t you punish me?” The attendant waited a moment 
and then calmly replied, “You are not here to be punished, 
Mr. Smith. You are here for treatment that should make you 
well.” The words of this attendant and the tone of his voice 
quieted Mr. Smith. ot. 

Also sitting apart from the other patients was a young 
man who told me about how he was being tortured here 
While I was listening to him a large box arrived from his 
home and I hoped that this would divert his morbid thoughts 
into more agreeable channels. But as he removed each article 
from the box he commented: “Why did they send me this? | 
can’t figure it out.” I was sorry to see how his ideas of 
persecution kept him from enjoying the obviously good things 
of the moment. 

Next month more excerpts from this student’s records will 
be presented. 
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As a result of the progress of medical 
science there are now three oral drugs 
available to diabetic patients. What they 


are, the types of patients benefiting from 
them, their dosages and contraindica- 


tions are discussed here. 


The ORAL 
HYPOGLYCEMIC AGENTS 


tolbutamide, the first oral 

drug ready for use in diabetes 
therapy in the United States, was 
released by the Food and Drug Admin- 
istration. The this oral 
medication climaxed almost two years 
of experimentation and clinical trial 
in the United States and Canada. The 
American study followed 
similar investigation in 
France and 


N 1957 


release of 


period of 
months of 
Europe, particularly in 
Germany 
Since 1957 additional oral 
hypoglycemic been re- 
leased for the 
United States. Chlorpropamide became 
available for clinical use in November 
1958, and the release of phenformin 
followed in March 1959. As yet no 
compound has been discovered that 
can completely replace insulin in all 
phases of diabetes therapy and with 
all diabetic patients. However, a start 
has been made in oral therapy and 
no doubt other with greater 
usage appear as more 


two 
igents have 


prescription sale in 


agents 
will 
the 
of insulin and the cause of the 
itself 

The study of 
pounds has necessitated a tremendous 
fail 


students of 


range of 


is learned about mode of action 


disease 
hypoglycemic com- 


of research which cannot 
benefit to 
the 
research during the past seven years 
Dr. Elliott P. Joslin has labeled the 


vears “the 


amount 
to be of 
diabetes 


great 


Because of accelerated 


recent experimental era” 
in diabetes. 
The three 
available for 
patients are not any form of insulin; 


medications 
with 


oral now 


use some 


are not true insulin substitutes 
act like insulin. The new 


classified as oral hypogly- 


they 
and do not 
drugs are 
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diabetic 


cemic agents—oral drugs that have the 
ability to lower and help stabilize the 
blood sugar level. It is recognized that 
although they can lower the blood 
sugar, these drugs lack certain desir- 
able metabolic capabilities possessed 
only by insulin. Two of the current 
drugs, tolbutamide and chlorpropamide, 
are sulfonylurea compounds (sulfon- 
amide derivatives) possessing no anti- 
bacterial properties. The third, and 
most recent—phenformin—is a biguanide 
compound (phenethylbiguanide) which 
is unrelated chemically to the sulfony- 
lureas. 


The Sulfonylurea Compounds 


lolbutamide, better known to nurses 
by its trade name of Orinase! and 
chlorpropamide, marketed under the 
trade name of Diabinese,? are sulfony- 
lurea compounds and are closely re- 
lated chemically. Both drugs possess 
the ability to lower the blood sugar 
in normal subjects and in some diabetic 
patients. Research has established that 
the sulfonylurea compounds are effec- 
tive only when the pancreatic islet 
cells are apparently still capable of 
producing some natural insulin. Neither 
tolbutamide nor chlorpropamide will 
lower the blood sugar in the complete 
absence of pancreatic beta cells. 

The sulfonylureas are believed to 
lower the blood sugar level by stim- 
ulating the islet cells of the pancreas 
to secrete and/or release more insulin. 
\ second mode of action is thought 
to be the inhibition of the release of 


‘A product of The Upjohn Company. 
-A product of Pfizer Laboratories, Divi- 
sion of Chas. Pfizer & Company. 


glucose from the liver. 
Type of Patients 


Patients who may respond to treat- 
ment with the sulfonylurea compounds 
are usually middle-aged and elderly 
persons with mild diabetes, the onset 
of which occurred after age 40, and 
whose insulin requirements are 30 
units, or less, daily. Diabetes with 
onset after age 40 is usually stable 
and not given to frequent fluctuations 
between high and low blood sugar 
values. 

Tolbutamide has been available for 
clinical use for about two _ years; 
chlorpropamide, for less than a year. 
Some patients with adult-onset diabetes 
may not respond to either of these 
drugs. An occasional patient may be 
responsive to a sulfonylurea for a 
period of time and then develop lack 
of responsiveness to the drug. This is 
known as secondary failure, as differ- 
entiated from primary failure which 
means that the patient did not respond 
to the drug at the start of treatment. 

Tolbutamide and _ chlorpropamide 
are contraindicated in the treatment 
of juvenile-type diabetes and severe 
“brittle” adult-onset diabetes. These 
drugs are also contraindicated in the 
treatment of the long-term, and thin 
acidosis-prone diabetic patients. These 
types of patients usually have fairly 
high insulin requirements. The sulfony- 
lureas are contraindicated in the treat- 
ment of any diabetic patient with 
hepatic dysfunction, gangrene, Ray- 
naud’s disease, hyperfunctioning thy- 
roid, and renal pathology. The sulfony- 
lureas are of no value in the treatment 
of acidosis and coma. As a rule, re- 
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by MARGUERITE M. MARTIN, R.N. 


sumption of insulin therapy is tem- 
porarily necessary during times of 
stress such as severe acute _ illness, 
infection, gangrene, and recovery from 
major surgery and severe injury. It is 
possible to attain adequate control for 
some mild diabetic patients with diet 
Planned weight reduction for 
diabetic usually results in 
increased carbohydrate tolerance so 
that adequate maintenance diet is 
sometimes possible without the need 
for exogenous insulin. Authorities stress 
that patients who do not need exogen- 
ous insulin do not need oral hypogly- 
cemic agents either. 


alone. 
the obese 


Possible Side Effects 


Side effects seen occasionally in 
patients being treated with a sulfony- 
lurea compound include mild skin 
rashes of allergic origin and such 
gastrointestinal disturbances as loss of 
appetite, heartburn, nausea, and rare 
instances of vomiting. It is reported 
that these symptoms usually have been 
mild and transitory with most patients 
when the drugs were administered in 
recommended dosage. However, the 
nurse should report to the physician 
any unusual complaint or development. 

Important toxic effects have rarely 
been seen in patients receiving tolbu- 
tamide, but with those taking chlor- 
propamide a quite definite, although 
still low, incidence of significant side 
effects has been reported, particularly 
when overly large doses were given 
during the early days of clinical trial 
of this preparation. These toxic effects 
included severe dermatitis, jaundice, 
and prolonged hypoglycemia. The 


appearance of jaundice indicates liver 
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damage and demands immediate dis- 
continuance of the drug. 

Hypoglycemia may occur in patients 
taking chlorpropamide if the dose of 
the compound is too great, since chlor- 
propamide is excreted from the body 
slowly and may accumulate within the 
body. Proper selection of patients and 
attention to dosage of chlorpropamide 
minimize the possibility of hypogly- 
cemia. The symptoms of this condition 
are the same as that of hypoglycemia 
due to any cause and include sweating, 
nervousness, tremor, headache, nausea, 
weakness, and mental confusion. Un- 
consciousness may follow if the hypo- 
glycemia is not recognized promptly 
and treated adequately. 


Dosages 


Tolbutamide (Orinase) is supplied 
in 0.5 Gm. scored tablets. The usual 
daily maintenance dosage ranges from 
0.5 Gm. to 2 Gm., although slightly 
higher doses may be used temporarily 
at the start of treatment. The drug 
is administered once a day before 
breakfast or in divided doses before 
meals. Authorities state that the maxi- 
mum daily maintenance dosage should 
not exceed 2 Gm.; it is said that most 
patients require no more than 1 Gm 
daily. 

The other sulfonylurea, chlorpro- 
pamide (Diabinese), is supplied in 
scored tablets of 0.25 Gm. (250 mg.) 
and 0.1 Gm. (100 mg.). The usual 
maintenance dosage of Diabinese is 
0.5 Gm., or less, administered once 
daily before breakfast. Some patients 
are adequately controlled with 0.25 
Gm. daily, and some elderly patients 
are said to need no more than 0.1 Gm. 
daily. The drug can be given in divided 
doses if the patient shows gastroin- 
testinal intolerance. Pfizer Laboratories 
caution that a daily maintenance 
dosage exceeding 1 Gm. should be 
avoided with all patients. 

Dosages of both tolbutamide and 
chlorpropamide may need adjusting 
from time to time, depending upon 
alterations in the diet, variation in 
physical activity, general physical con- 
dition, possibly other factors. 
Patients being treated with hypogly- 
cemic agents need check-ups at regular 
intervals, as determined by their phy- 
sicians. At such times urinalyses, blood 
sugar determinations, sulfonamide blood 
liver studies, and any other 
laboratory studies the physician deems 
necessary, can be made. 


and 


levels, 


Trial-Transition Periods 


Because not all patients are respon- 
sive to treatment with oral hypogly- 
cemic agents usually applicable to 
their age group, trial or transition 


periods up to seven days are necessary. 
During this time the patient is observed 
closely for side effects of the drug, 
and frequent evaluations of the blood 
sugar and examinations of the urine 
are made. Authorities recommend grad- 
ual discontinuance of insulin, unless 
the dosage is very low, and caution 
against abrupt cessation of insulin 
therapy. Satisfactory reduction in the 
blood sugar, disappearance of sugar 
from the urine, and improvement in 
other diabetic symptoms indicate re- 
sponsiveness to the oral drug. Con- 
tinued high blood sugar level, sugar 
and ketone bodies in the urine, and 
the continuation of other diabetic 
symptoms indicate that the patient is 
not responsive to treatment with the 
drug being used. It is important to 
remember that diet is the cornerstone 
of diabetes therapy. No oral agent will 
be effective unless a diet reduced in 
carbohydrate and calories is meticul- 
ously and consistently followed. 


The Biguanide Compound 


Phenformin is a biguanide compound 
(phenethylbiguanide) known best by 
its trade or proprietary name of DBL? 
Phenformin is not a sulfonamide 
derivative and is, therefore, unrelated 
to tolbutamide and chlorpropamide in 
chemical structure and mode of action. 
Although not released until March 
1959, DBI has been the subject of 
approximately three years of study 
and clinical trial. 

The action of DBI has 
not yet been definitely established 
but the compound is thought to act 
by inhibiting certain oxidative enzymes. 
It does not increase the production or 
release of insulin by the islet cells. 
It is interesting to note that although 
DBI has the ability to lower the blood 
sugar in many diabetic persons, it has 
very little effect on the blood sugar 
level of nondiabetic individuals. The 
sulfonylureas lower the blood sugar in 
nondiabetic subjects. This difference 
in the two types of hypoglycemic 
compounds points out the variance in 


mode of 


modes of action. 

DBI can be used alone to achieve 
results similar to those obtained with 
the sulfonylurea compounds in the 
treatment of the less severe diabetics 
with onset in adult life. At the present 
time, however, it is most frequently 
given in conjunction with insulin in 
the treatment of the more severe, 
labile diabetics. It is said to be of 
greatest value in attempts to stabilize 
the course of “brittle” or problem 
diabetics, juvenile as well as adult, 
who have been difficult to control 

3A product of U.S. Vitamin and Phar- 
maceutical Corp. 





smoothly with insulin and diet. 

‘Brittle” diabetics are those who 
fluctuate between high and low blood 
sugar values and are, therefore, more 
prone to both insulin reactions and 
diabetic acidosis. Clinical trials have 
demonstrated that it has been possible 
to achieve a smoother course of 
management for some — cases 
ind to reduce the insulin dosage in 
varying amounts by giving DBI as an 
adjunct to insulin therapy. As is the 
case with the sulfonylureas—and insulin 
also—a calculated diet is the founda- 
tion upon which all treatment must be 
built 


Contraindications 


Authorities agree that DBI, like the 
other oral hypoglycemic agents, should 
used with children or the more 
severe adult-onset patients who are 
effectively and smoothly controlled 
with insulin and diet. If adequate con- 
trol can be attained by diet alone, no 
oral hypoglycemic agent is necessary. 
Insulin therapy is necessary during the 
acute complications of diabetes such 
gangrene, and infec- 
as well as during times of major 
surgery. 

The possible effects of DBI 
anorexia, nausea, vomiting, and 
they are seen in 
most patients when dosages of the 
drug greater than 200 mg., daily, are 
given. These symptoms disappear when 
the drug is stopped or the dosage 
lowered. A metallic or bitter taste in 
the mouth frequently forewarns of 
overdosage or gastrointestinal intoler- 
ance. No systemic toxic 
ettects after DBI 
usage 

DBI is supplied in 25 mg. scored 
tablets. The daily maintenance 
dosage of DBI ranges from 50 to 150 
mg., administered orally with meals in 
divided three or four times a 
day according to the needs of the 
patient. Authorities that the 
dosage needs slow and 
careful determination to avoid gastroin- 
intolerance. Low doses grad- 
uated upward are recommended. The 
practical maximum daily maintenance 
is said to be 150 to 200 mg. 

A trial and dosage adjustment period 
is recommended during which time the 
of DBI is adjusted to the re- 
individual diabetic 
During this trial period the 
is under the supervision 
Blood sugar deter- 
minations are at regular intervals, 
and frequent examinations of the urine 
for sugar and acetone are performed. 
effects 
despite careful dosage prescription, o1 
it there is diabetic 


not be 


as ac idosis, coma, 


tion, 


side 
11 lude 


sometimes diarrhea; 


lasting ol 


have been noted 


usual 


doses 


stress 
maimtenance 


testinal 


re 
de Save 


dosage 
quirements of the 
patient. 
patient 
of his physician 


close 


made 


If gastrointestinal side persist 


a worsening of the 
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condition, return to full insulin therapy 
is indicated. 


The Nurse’s Role 


It is necessary for nurses to possess 
adequate knowledge of all new drugs 
in general use. This need seems to be 
especially true in the case of the oral 
hypoglycemic agents because of the 
interest which their discovery has 
generated. Nurses are questioned about 
the new oral medications for diabetes 
not only by patients, but by relatives 
of diabetics and the general public as 
well. Information given should be 
based upon the reports of scientists 
and clinicians who have studied the 
compounds, and not on personal opin- 
ion. The hypoglycemic agents 
have proved valuable, yet it is gen- 
erally agreed that it may still be some 
time before the efficacy and safety of 
the compounds for long-term usage 
have been definitely established. 

Needless to say, nurses should be 
familiar with possible side effects of 
the oral hypoglycemic drugs so that 
when they occur, they will be able 
to call them promptly to the physi- 
cian’s attention. Nurses need also to 
be constantly alert for signs of poor 
diabetic control in order that full 
insulin therapy may be resumed quickly 
Signs of hypoglycemic 
shock must be quickly recognized and 
treated. 

Nurses must know that simply be- 
a diabetic person falls into a 
certain age group or patient type does 
not necessarily indicate that he will 
respond to treatment with the oral 
agent usually applicable to his group. 

It must be remembered that it is 
only the treatment which has been 
simplified for some patients. The 
itself remains the same with 
all its premature degenerative possi- 
bilities when control is inadequate. 
There is the danger that there will 
be a lessening of realization of the 
need to teach the diabetic patient rules 
of self-care. But it must be remembered 
that oral therapy has not altered the 
fundamental truths relative to the care 
of diabetic patients. The nurse’s chief 
role in oral therapy, therefore, is clearly 
evident. It is that of teacher of the 
diabetic patient and his family. Instruc- 
tion in the following is as important 
as ever for all diabetic patients regard- 
less of how the ailment is being 
treated! 


oral 


if necessary. 


cause 


disease 


1. the nature of diabetes 

2. daily examination of the urine 

3. the importance of diet 

1. how to exchange food items for 
others of equal value 

5. the different types of insulin 
and proper technique for insulin 


administration 
3. how to recognize possible side 
effects of the oral _ ents, and 
the need to report t 
. the importance of 
check-ups 
. the importance of 
exercise 
9. how to care for one’s self during 
an acute illness at home 
. how to recognize and 
hypoglycemia 
ll. rules of foot care 
12. good personal hygiene; 
avoidance of infection 


periodic 


regulated 


treat 
the 


The diabetic patient for whom none 
of the present oral hypoglycemic agents 
is applicable can be cheered by the 
news that a great amount of research 
is being done in the field of diabetes. 
The future looks very bright indeed for 
persons afflicted with this metabolic 
disorder. 
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Legal Facts... 
continued from page 18) 


to such a procedure? 

The attorney said that when the jury 
wondered why the laboratory had raised 
no question when the two specimens 
arrived with a pathology sheet that 
described two others as well, they 
might conclude that there was too much 
uncertainty as to what really happened 
to justify charging the operating room 
nurse with responsibility for the loss 
of the specimens. 

The attorney, however, pointed out 
that it would be unrealistic to say that 
the nurse’s failure to conform to the 
procedure which required her to verify 
the specimens with the surgeon would 
not prejudice her defense in case of 
suit. By the nurse’s insistence upon 
substituting her personal judgment for 
the instructions of those charged with 
supervision of her professional activities, 
she would have created an unfortunate 
effect upon the average member of a 
jury, the attorney ro 

But he added that from a practical 
point of view, the prime candidate for 
the lawsuit by the patient would be 
the surgeon. Until relatively recently 
the courts have tended to hold the 
surgeon responsible only for his own 
failures, not those of the surgical resi- 
dent who may assist him or of the 
nurse-members of the surgical team. 

Lately, however, the law has recog- 
nized that normally the patient relies 
upon the surgeon to see that he has 
proper assistance and equipment for the 
operation he has recommended and has 
undertaken to perform, and that within 
the confines of the operating room, 
while the surgery is in progress, the 
surgeon exercises relatively complete 
authority over those who participate 
with him in the operation. 

The attorney stated that usually, 
under the law, with authority comes 
responsibility. The modern trend, he 
said, was to declare that, so far as 
the patient was concerned, the surgeon 


was responsible not only for his own 
negligence, but also for that of ail 
those who are subject to his orders in 
the operating room with respect to their 
activities in connection with the pro- 
gress of the operation. In view of this 
the attorney said that the patient would 
be far wiser in the present case to 
direct her suit against the surgeon, and 
the attorney would expect her to do so. 
In such event, she would not have to 
prove whether the nurse or surgeon 
was actually responsible for the loss of 
the specimens since the surgeon was 
legally responsible for the nurse’s negli- 
gence as well as his own, even though 
he did not employ her, pay her, or 
even select her to participate in the 
operation with him. 


Surgeon May Seek Reimbursement 


“However,” the attorney continued, 
“if the surgeon is held liable to the 
patient, and if the surgeon can there- 
after show that it was because of your 
fault that he was subjected to this 
liability, he may demand reimburse- 
ment from you.” He explained that to 
do this the physician would have to 
show just how Miss Evans was at fault, 
in the same way as the patient would 
have to, if she brought claim directly 
against the nurse. The most the court 
could award against her, whether the 
patient or the surgeon sued, would be 
a judgment or an order to pay money. 

The attorney stated: “Unless operat- 
ing room nurses begin to be paid some- 
thing reasonably commensurate with the 
skills they are required to have, and 
the professional responsibility they 
assume, a judgment against an O.R. 
nurse may be worth little to the person 
to whom it is awarded. Nevertheless, 
from the point of view of the nurse, 
it is something worth avoiding, for it 
impairs her credit standing; it may 
complicate or prevent her obtaining a 
mortgage for the purchase of a home, 
and may evaporate her savings or any 
inheritance she may receive. 
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Miss Evans said nothing for the better 
part of a minute. Then, w ith the quiet 
sincerity that would help her before 
any jury, she said, “You know, as I sat 
here and listened to you, and wondered 
how a simple little question like I asked 
you could justify so lengthy a reply, 
I began, at first, to feel resentment that 
the law should impose such great legal 
responsibilities upon anyone as inade- 
quately compensated, financially, for 
assuming responsibilities nurses do.” 

She added that she had come to 
realize that the nurse’s legal respon- 
sibilities must be measured in terms of 
the effect of her services upon the 
patient, and not in terms of what she 
may be paid for rendering them, and 
that, in the final analysis, the standard 
of conduct prescribed by the law is 
only that which her own profession has 
prescribed for itself. 

“Indeed,” she said, “the law is more 
tolerant of my deficiencies than I am 
of my own, since the law holds me 
only to the degree of skill and care 
possessed and applied by the average 
member of our profession, whereas 
I consider myself above average in 
those respects.” She declared that she 
had learned that although the law 
would not expect her to pay damages 
unless her fault had caused the dam- 
ages, she was neither astute nor profes- 
sional when she arbitrarily substituted 
her personal judgment for the definitive 
instructions of her superiors. “In the 
future,” she said, “while I shall not 
hesitate to express myself to those 
superiors as to why the instructions 
should be modified, I shall follow the 
instructions until they are modified.” 





Advances and Trends in Drug Therapy 


(continued from page 20) 


or profound alteration in oxidative metabolism accompanies the 
continued use of DBI, and the suggested mechanism may be 


considered physiologic. 


DBI produces a smooth and gradual lowering of blood sugar 


in both fed and fasted animals and humans, beginning almost 
immediately after administration and reaching a maximum 
hypoglycemia between the fifth and sixth hours. As the effect 
of DBI disappears, the subsequent rise in blood sugar is some- 
what more rapid than was the decline; usually by the tenth 
hour pre-DBI levels of glycemia are achieved. 

Although the mechanism of DBI’s action has not yet been 
established, it appears that DBI may act by supplementing 
the effect of insulin upon the peripheral utilization of glucose. 
This action may involve an increase in the peripheral disappear- 
ance of glucose via the alternative and evidently physiologic 
anaerobic pathway, with the peripheral formation of pyruvate 
and lactate. These intermediary metabolic fuels may then be 
utilized at as yet unidentified sites. It is clear that no sustained 
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continued from page 7) 


of Nursing in Ann Arbor, Mich. 

A graduate of Union Hospital School 
of Nursing, Fall River, Mass., Miss 
Marsden holds a B.S. in Nursing Edu- 
cation from the University of Minnesota 
School of Nursing and a master’s de- 
gree from Columbia University, New 
York City. This year she received a cer- 
tificate from the William Alanson White 
Institute of Psychiatry in New York 
City 

During her nursing career Miss Mars- 
den has served as staff nurse at Union 
Hospital, Fall River, Mass.; supervisor 
at Newberry (Mich.) State Hospital; 
director of patient care at Lapeer 

Mich.) State Hospital; and as assist- 
ant director of Kings Park (N. Y.) State 
Hospital School of Nursing She has 
been on the faculty of Adelphi College 
since 1957. 


N.L.N. Program Director 


Frances K. Peterson has been named 
Mildred E. Schwier as di- 
rector of the National League for Nurs- 
ing’s Department of Diploma and As- 
sociate Degree Programs, Miss Schwier 
will nursing at 
Providence Hospital, Providence, R. I., 
on Nov l 

Miss Peterson, who has been assistant 
director of the department since 1952, 
had previously held a variety of posi- 
tions in hospital nursing, public health 
nursing, and nursing education. 

\ graduate of St. Vincent's Hospital 
School of Nursing, New York City, Miss 
Peterson holds a bachelor’s degree from 
St. John’s University, New York City, 
ind a master’s degree from the Catholic 
University of Washington, 
D.C 


to succeed 


become director of 


America, 


Florence Taylor Honored 


Taylor, manager of the 
dispensary of Dun & Bradstreet, Inc., 
New York City, recently received the 
company’s Whiteside Award for “ex- 
ceptionally outstanding and sustained 
the interest of the 


Florence e 


contributions in 
company.” 

In addition to a citation in which 
she was praised for doing “a truly 
professional job taking care of em- 


ployees who are sick or have had 
accidents, creating interest in sound 
health practices, recommending doctors 
and specialists . . .,” Miss Taylor 
received a brooch designed by Tiffany's 
of New York, a gift check, and two 
extra weeks of vacation with pay. 

Miss Taylor, a graduate of The 
Philadelphia General Hospital School 
of Nursing in Philadelphia, Pa., has 
been manager of Dun & Bradstreet’s 
dispensary since 1943. 

The Whiteside Award, the com- 
pany’s highest award, was established 
in 1953 in honor of A. D. Whiteside, 
president of Dun & Bradstreet, Inc., 
between 1931 and 1952, when he 
retired. 


Name NSNA Executive Director 


Agnes B. Thompson recently became 
executive director of the Nebraska State 
Nurses’ Association. She had been exec- 
utive secretary and counselor of the 
South Dakota Nurses Association and 
has also been editor of South Dakota 
Nurse. A graduate of the Swedish Hos- 
pital School of Nursing in Minneapo- 
lis, Minn., she holds a bachelor’s degree 
from Sioux Falls College and has taken 
advanced work at several universities. 


Assistant Director Named 


Isadore Maislin, a registered nurse, 
has been named assistant director of 
Mount Sinai Hospital of Greater Miami. 
He was previously first assistant admin- 
istrator at the Albert Einstein Medical 
Center of Philadelphia, Pa. 

Mr. Maislin is a graduate of the 
Brooklyn (New York) State Hospital 
School of Nursing and studied busi- 
ness and hospital administration at 
Sampson College and Columbia Uni- 
versity. 


New Faculty 


Western Reserve University, Cleve- 
land, Ohio, recently announced five 
new appointments to its nursing 
faculty. 

Named as associate professor of 
nursing was Wilma A. Minniear. 
Edith F. Lindstrom was appointed 
assistant professor of public health 
nursing. New instructors are Elsie B. 
Kocher, public health nursing; Gladys 


A. Larowe, surgical nursing; and 
Dorothy M. Schwobel, rehabilitative 
nursing. 


Major Treacy Appointed 


Maj. Jeanne M. Treacy, Army Nurse 
Corps, formerly supervisor on the 
nursing service at Walter Reed Medical 
Center in Washington, D.C., was re- 
cently appointed to the Office of The 
Surgeon General, Washington, D.C., 
as assignment officer in the Army 
Nurse Corps Section of the Personnel 
and Training Division. She is now 
responsible for the assignment and 
reassignment of Army Nurse Corps 
officers throughout the world. 

Major Treacy, a graduate of the 
Osteopathic Hospital in Philadelphia, 
Pa., joined the Army Nurse Corps in 
1941. Since that time she has served 
in the European Theater of Operations 
(during World War II), studied for 
two years at Michigan State University 
in East Lansing, Mich., and served in 
various nursing assignments in the 
Fourth U. S. Army area and in 
Okinawa. She graduated last year from 
Columbia University, New York City. 





The Book Shelf 


(continued from page 23) 


lems of Dental Health; Chapter 8. Com- 
municable Diseases; Chapter 9. Prob- 
lems of the Digestive System; Chapter 
10. Heart Problems in the School Child; 
Chapter 11, Health Problems of the 
Skin; Chapter 12; Epilepsy; Chapter 13. 
Headaches; Chapter 14. Juvenile Dia- 
betes Mellitus; Chapter 15. The Crip- 
pled Child; Chapter 16. Emotional De- 
velopment. 

Part II is headed The School Health 
Program. In it are Chapter 17. Organi- 
zation and Administration of the School 
Health Program; Chapter 18. Healthful 
School Living; Chapter 19. School 
Health Services; Chapter 20. School 
Health Education; Chapter 21. Evalua- 
tion of the School Health Program, and 
an appendix. 

This book is excellent in its approach 
to subject matter and in its comprehen- 
siveness. The material is well organized 
and easy to follow and understand. This 
text should be required reading for all 
personnel concerned with school health. 





Drug Therapy 


continued from page 


PRECAUTIONS: The original prediction that NPH would meet 
the needs of a majority of juvenile diabetics has had to be 


99 


tempered 


30 


This may be related to the fact that some of the 
initial trials of the insulin which indicated a high degree of 
effectiveness were made at a summer camp for diabetics. The 


attempt to control these children on NPH during the school 
year resulted in severe nocturnal shocks reminiscent of those 
seen when protamine zinc is used alone. Presumably, durin 


combining group. 


the summer the exercise in camp helped control sseundal 
glycemia and glycosuria. This limitation of NPH insulin how- 
ever, can be overcome by mixing it with regular insulin in 
any proportion desired since it does not have an excess of a 


NURSING WORLD 





Clinical Assignment Pattern 
(continued from page 16) 


struction and an eight-week summer 
session. Thus the class can be divided 
into four groups for regular rotations 
and divided in half for vacations. A 
type of “intersession” instruction and 
practice would need to be planned for 
the four summer weeks. Adjustments 
to meet the prevailing twelve-week 
requirements in pediatrics, obstetrics, 
and psychiatric nursing would be nec- 
essary. It is good that rigid require- 
ments concerning days and weeks are 
giving way to more permissive regula- 
tions, with performance rather than 
time the deciding factor. 

The Trimester Pattern. The trimester 
plan provides 3 sixteen-week periods, 
with a four-week vacation each year, 
or variations as suggested above. The 
class would be divided into three parts. 

The Semester Pattern. In this pattern 
there are 2 eighteen-week periods in 
the school year, and a sixteen-week 
summer. The latter would break down 
into a four-week vacation and a twelve- 
week clinical assignment. The summer 
plan suggested under the first quarterly 
arrangement (4 thirteen-week periods) 
can be used here, with the class divided 
into four rather than three sections. 


Concurrency 


To achieve concurrency, the formal 


classes, clinical conferences (ward 
classes), and clinical experiences estab- 
lished for each functional unit must 
be offered each group of students when 
they are ready for them. In addition, 
experiences outside the hospital which 
round out or increase the scope of 
understanding in the area under study 
should be provided. These experiences 
include special clinics, in or outside 
the hospital; home visits; excursions; 
and visits to community agencies and 
special or regular schools. 

This is particularly important at a 
time when the concept of continuing 
health care is gaining increased accept- 
ance. Students need a broader under- 
standing and knowledge than they can 
receive in just the hospital and class- 
room. Not only should contributory 
experiences be set up to focus directly 
on the learning area, but full utilization 
should be assured by orientation, guid- 
ance or direction, and evaluation. 

Thus, if a quarterly pattern is fol- 
lowed and a class is divided into four 
parts, the clinical curriculum, together 
with related and contributory subject 
matter, must be planned and taught 
four times each year. 

A clinical assignment pattern of the 
type suggested presents the following 
problems: 

> Hospital coverage. If the program 
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CLINICAL INSTRUCTOR: 6550-bed general 
hospital. 300 students. School has full League 
accreditation. Large faculty; teaching load light 
Starting salary, $4,740 for Degree in Education 
and no experience ; $4,980 for Degree in Nursing 
Education and past teaching experience. In- 
creases to $5,340. One month's vacation; 40-hour 
week. Retirement Plan in addition to Social 
Security and other liberal personnel policies 
Living facilities attractive. Private baths. City 
has many cultural advantages. Hospital in a 
beautiful 40-acre park. Apply Director of Nurses, 
Reading Hospital, Reading, Pa. 





NURSES: Supervisory and General Duty. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D.C. 40-hour week; merit increases. 
Near-by universities for continued education. 
Director of Nursing, Suburban Hospital, Beth- 
esda 14, Md. 


WANTED—OPERATING ROOM SUPERVISOR: 
394-bed hospital. Prefer individual with experi- 
ence as operating room supervisor. Postgraduate 
work in operating room techniques helpful. 5- 
lay week, salary open. Apply Personnel Office, 
Harris Hospital, Fort Worth, Texas 





INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education, or equivalent, and minimum of two 
years’ experience in two of the following posi- 
tions: instructor, assistant instructor, head nurse. 
400-bed private general hospital with expansion 
program just completed. 125-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 

NURSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences, 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personne! 
Director, St. Luke’s Hospital, Duluth 11, Minn 
WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order 
Publisher Rathe, Box 2013, Pasadena, Calif 








BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec 
tal, etc. Write to Mrs. Dean Eberhardt Hayden 
Director, School of Anethesia, Barnes Hospital 
St. Louis 10, Mo. 

GRADUATE NURSES: For General Duty, 70 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave 
Transportation paid to Dumas. Write, call, wire 
collect Administrator, Memorial Hospital, 
Dumas, Texas 

MEDICAL-SURGICAL, INSTRUCTOR: B.S. de- 
gree required. N.L.N. fully accredited diploma 
school of nursing, 60 students. Salary depending 
upon qualifications. Four weeks vacation, Social 
Security, liberal personnel Apply Di- 
rector, School of Nursing, St Hospita! 
Davenport, Iowa. 


policies. 


Luke's 





is truly educational the contribution 
made to the nursing service load by 
students is incidental to their learning 
needs. Realism is required here, how- 
ever, and if service requirements are 
a factor they should be faced squarely 
and the best possible adjustment made. 

- Faculty vacations. 

> Faculty load, especially with con- 
current teaching and practice. 

& Budget. Repeating the clinical 
curriculum each period requires more 
teachers, more time in class and con- 
ference rooms, more hours on_ the 
hospital divisions, and more teaching 
space. In addition, there is the well- 
established trend to reduce the number 
of teaching hours carried by doctors, 
and thereby to add to the faculty’s 
load. 

® Sequences. Blocked rotations make 
it impossible to plan for each student 
to have a given clinical experience 
before another specified clinical experi- 
ence, e.g., obstetrics preceding pediat- 
rics. It is possible, however, for a class 
of students to have the same experi- 
ences within the same year. 

Whatever the rotation pattern, organ- 


ization of nursing instruction and prac- 
tice into definitely scheduled units will 
facilitate curricular administration. It 
will enable faculty to establish content, 
time, and setting for each segment of 
a student’s clinical practice. Further- 
more it allows each teacher to plan 
rotations, special assignments, field 
trips, and instruction within her own 
unit. 

When the rotation pattern and 
clinical teaching are synchronized the 
program becomes a sequence of signifi- 
cant and related nursing experiences. 
Students have opportunity to learn and 
demonstrate their ability in each area. 
Blind spots and duplications in instruc- 
tion and practice are kept to a min- 
imum, specific content is covered, and 
performance and progress can be 
regularly evaluated. Such a plan takes 
nursing one step further on the path 
to sound educational procedure. 
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New, therapeutically 
effective 


Hoam cleanse pac‘ 
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for better skin hygiene 


‘A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 
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ularly 
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white-on-white patterr 


1 from the boys: a shirt bodice with 
ind bandbox-erisp custom pleats! 
sleeve iction back with 

et. DACRON AND COTTON 


easy-care blend with a faint 


ARISTOCRAT WASH °N WEAR POPLIN $10.95 
DACRON AND COTTON JACQUARD $15.95 


Sizes 15. & 


s sleeves 


36 Pages of Dazzling Fashions 


--- FREE! 


New fabrics superb stvles and accessories .. . widest size 


ranges! All featured in our colossal new catalog! Send in 


the coupon—vyou'll receive your copy posthaste! 







New and Wonderful 


Uniforms from Our 


Fabulous Fall Catalog! 


Figure-Molding MAGIC! 


The magic secret is all-over bodice tucking . . . with a discreet dart 
. for a beautifully molded bustline! The 


shapely novelty collar can be worn open or closed. Slimming pegged 


placed here and there 


skirt has 2 deep pockets with wide cuffs and convenient front grippers. 


#U-638 DELUXE WASH °N WEAR POPLIN $ 8.95 
= 938 MEDIUM-WEIGCHT DACRON TAFFETA = 810.95 


Sizes 8-20 ¢ Short or 


Budget Uniform Center. Dept NW-9 
1613 Chestnut St., Phila. 3, Pa. 
Please end me free catalog Please send me the following: 


STYLE NO. | 


SLEEVE | HOW |, 
LENGTH poe | coe EA POrTAl 


SIZI | 








